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Introduction to the Portfolio
This Portfolio comprises of work submitted throughout the course in partial 
fulfillment of the requirements for the Practitioner Doctorate (Psych. D) in 
Psychotherapeutic and Counselling Psychology. It contains three dossiers: 
Academic, Therapeutic Practice and Research.
The Academic Dossier includes papers which resulted from work for the 
following courses: Theoretical Models of Therapy, Advanced Theory and 
Therapy, Year 3 Options, The Context of Counselling Psychology and Issues 
in Counselling Psychology.
The Therapeutic Practice Dossier contains descriptions of the three clinical 
placements as well as a personal account of integrating theory, research and 
practice.
The Research Dossier comprises of three research papers: a literature 
review and two empirical studies.
Academic Dossier
Introduction
This Academic Dossier comprises of five papers selected from work 
submitted for the following courses: Theoretical Models of Therapy, 
Advanced Theory and Therapy, Year 3 Options, The Context of Counselling 
Psychology and Issues in Counselling Psychology.
Describe Winnicott’s conception of the role of 
the “good enough mother” in the child’s 
development and discuss how this relates to 
your role as a therapist in your client’s 
development
Describe Winnicott’s conception of the role of 
the “good enough mother” in the child’s 
development and discuss how this relates to 
your role as a therapist in your client’s 
development.
introduction
As with all major theorists and practitioners in the psychodynamic world, 
Winnicott (1965, 1971, 1975) has been influenced by those who have 
preceded him. However, he appears to have been unique in the way in which 
he developed his theory and the candidness in which he described the 
process. His refreshing use of ‘lay persons' language makes his theory much 
more user friendly and therefore more accessible to those therapists (as well 
as others in the caring professions), that have not had years of training within 
the psychodynamic paradigm. His writings have little reference to Sigmund 
Freud or Melanie Klein and yet some of their key ideas pervade them. 
However, as with the early Darwinian influence, his theory has evolved to 
adapt to his context of thinking.
Unlike Freud, Winnicott believed in the central importance of the earliest 
stages of development. Ideas such as the internal world and it's objects, the 
power of fantasy, and primitive greed were taken from Klein but used in his 
own idiosyncratic way (Phillips, 1988). The central focus of his work was on 
the Mother - Infant relationship which he saw at the root of human 
development, which he also used as a model of psychoanalytic treatment. 
However, this is where one of the major differences in emphasis can be seen 
between Klein and Winnicott, as he attaches a crucial role in development to 
the task of mothering. Indeed Winnicott, unlike Klein, believed that the infant 
wants the intimacy of a relationship and not just their needs to be satisfied.
Theory
Every infant at the beginning of life is totally dependent on someone else 
(usually the mother) for their survival and this aspect of dependence was key 
to Winnicott’s explanation of how the individual grows and attains a sense of 
self. He saw this growth, as a journey through absolute dependence, through 
relative dependence towards independence (Winnicott, 1965). His approach 
to the study of human nature was evolutionary and although he uses the term 
‘mother’ to refer to the individual in the mothering role, he believed that in 
most cases it was the biological mother of the infant that could best provide 
the environment that was needed for her child (Winnicott, 1975).
There are three major areas that can be defined within Winnicott’s work: the 
achievement of maturity; the task of mothering; and what can go wrong in this 
process (Jacobs, 1995). However, it would be impossible to look at them 
independently as they are all intrinsically bound up within the mother-infant 
relationship. Winnicott believed in the healthy tendency towards positive 
development and as long as the environment is adequate or good enough’ 
as he termed it, the natural maturational processes can function. Here it is 
important to note that the phrase ‘good enough’ is loaded with qualifications 
(which will be discussed below) and should not be taken as literally meaning 
adequate.
Winnicott described the first stages of life, when there is only the body of the 
infant but with the potential to develop a personality or self. At this point, the 
infant does not feel him/herself to be separate from the environment, 
therefore there is no difference between what is the baby and what is the 
environment or as he termed it what is me’ and what is ‘not me’ (Winnicott, 
1965). He believed that the infant self cannot be said to have started until the 
ego has started and this involves the gradual movement towards body-mind 
unity. The integration of the ego depends upon the mother’s ability to meet 
the infant’s absolute dependence.
By providing, as Winnicott (1965, 1988) described, a good-enough ego 
coverage' at a time before the infant is able to distinguish between what is 
mother and what is self, she is able to protect the child from inconceivable 
anxieties. According to Winnicott’s theory, these anxieties stem from 
impingements from the environment that the baby must react to (for example, 
loud noises, repeated change in technique, baby being abandoned, etc.). 
Therefore, the continuity of just being at this early stage of unintegration, 
when interrupted, may be experienced as traumatic as the infant is unable to 
make sense of the impingements.
Winnicott believed that, at this point, a vital aspect of maternal care was tied 
up with the function of providing an environment, where adaptation leads to 
the restoration of just being (Winnicott, 1965). This not only involves keeping 
the baby safe from unpredictable and therefore traumatic events but also 
caring for the baby by meeting all physiological needs through an 
understanding of what the baby is feeling like (Davis and Wallbridge, 1981). 
Early holding and containing is seen to continue as a provision of ego-support 
which is needed and drawn on through out life during times of extreme stress.
Winnicott (1965) uses two phrases; “object-mother” and “environment- 
mother” (p. 75) to represent the different functions of the mother for the 
infant. The former refers to the mother as an object of her baby’s desires, as 
well as the object towards whom the infant will express his/her hate and the 
latter (as described above), is the mother in the role of the person who 
actively provides care. Through the initial physical holding of the infant the 
mother can at the same time provide containment of any emotional 
experiences that may intrude . This containment (provided by a ‘holding 
environment’) establishes the first boundaries prior to the infant’s ability to 
separate out time and space.
During the natural course of events, continuity of the life line leads to the 
infant becoming aware of the mind-body unity and his/her wholeness and at 
the same time separateness. Winnicott used the phrases I AM' and ‘Me/Not 
Me' to describe this process, where the sense of ‘I AM’ becomes stronger 
which leads to the recognition of a ‘Not Me world’ (Winnicott, 1965). The state 
in which the infant is now becoming more aware of Me/Not Me’ heralds a 
shift from absolute dependence to relative dependence. However, during this 
shift, Winnicott described moments when the infant feels extremely 
vulnerable and there is an expectation of persecution from the new thing (the 
Not me’ thing). At these times, the baby relies on the holding environment for 
safety.
This whole process, of moving out of a state of omnipotence is gradual and 
it’s achievement relies heavily on the mother providing a ‘good-enough 
environment’. She must not only present the world to the infant at an 
appropriate pace but also begin to fail him/her in a manner the infant can 
cope with. In her failure to adapt completely (often through minor absences 
and losses) she is introducing and enabling the child to adapt to reality. Here, 
Winnicott believed that it was the developing intellect that enabled the infant 
to allow for these maternal failures in adaptation and thereby survive. The 
infant is now better able to make sense of the unpredictable. However, he 
warned that mothers need to be able to adapt to their child’s mental capacity 
to prevent thinking becoming a substitute for maternal care (Jacobs, 1995).
In health, Winnicott’s belief was that the illusion (of omnipotence) is to some 
extent retained allowing the factual reality to be met and dealt with by the 
infant. According to his theory of development of self, there is “something, 
some activity or sensation in between the infant and the mother” (Winnicott,
1975). If there has been a ‘good-enough’ environment, it is in this space (or 
area of illusion) where fantasy and reality meet and are one and omnipotence 
is experienced. Here too, the inner and outer world continue to overlap as 
Winnicott (1975) suggested that “the task of reality acceptance is never
completed” (p. 240). Thus, what the baby discovers in the outer world, he 
also creates. Winnicott (1971) described this as a form of playing, where the 
playground is the space between mother and infant. Therefore, play is seen 
as a major way in which integration of the self can occur and where the child 
(or adult) can be creative and use the whole personality (Jacobs, 1995).
Closely bound up with the recognition that objects are an external 
phenomenon (entities in their own right), are the aspects of aggression, 
destructiveness and survival. Winnicott believed that, on the basis of 
cathexis, destruction (of the object) in unconscious fantasy and (its) survival, 
this allows a whole world of permanent people and things to become 
available to use by the infant (Davis and Wallbridge, 1981). In terms of 
personal relationships, the first of which being with the mother, her survival 
after being ‘magically’ destroyed means that she can be hated. Winnicott 
proposed that this leads to a strengthening of her being loved and relied 
upon. Thus the child can use the object (initially the mother but later both 
parents, siblings and the home) to grow. In healthy development this aspect 
of survival after ‘destruction’, enables the child to tolerate his/her own natural 
aggression which can then be encompassed rather than repressed 
(Winnicott, 1971).
Psychological disturbance
For Winnicott the cause of psychological disturbance originates from the 
failure of the environmental adaptation at the stage of absolute dependence. 
This is said to occur because the mother is unable to make sense of her 
infant’s needs by repeatedly failing to respond to the gesture of the infant, 
which is giving expression to a spontaneous impulse (Winnicott, 1965). 
Winnicott believed that at the source of the gesture was the True Self, and 
instead of implementing the infant’s omnipotent expressions, the ‘not good 
enough mother*, substitutes her own gesture. In order to make sense of it the 
infant complies with it and in doing so a False Self begins. In other words, 
because the mother has been unable to adapt appropriately to the infant, the
infant has had to adapt to the mother through compliance. According to 
Winnicott (1965), the aim (unconscious, of course) is to keep the True Self 
hidden because the baby doesn’t feel safe enough to express itself. 
Therefore, the infant who has developed a False Self will relate to others 
falsely and may even portray this Self as real.
There are different degrees of False Self and the positive aspect of it can be 
seen in the area of social manner. Here the child who has experienced ‘good 
enough mothering’ is able to compromise and be adaptable in specific 
situations but can reveal the True Self when it becomes important to do so. 
At the other end, the True Self is totally hidden and the completely “split-off 
compliant False Self which is taken for the whole child” (Winnicott, 1965, 
pi 33) can have no relationship to the real world and thus life itself becomes 
futile. Another form (discussed earlier), is the intellectual False Self, where 
the mother’s inability to adapt to the child’s mental capacity (by going too fast, 
too slow or by being erratic) results in living life solely through the mind. To 
those practicing therapy, Winnicott warned of being able to make the 
distinction between the True and False Self as treating symptoms presented 
in the latter would be ineffectual in bringing about any positive change 
(Winnicott, 1965).
Therapy
Winnicott saw therapy with adults as providing conditions that will foster the 
natural (if delayed) processes of maturation. The therapist cannot provide a 
corrective experience although ‘good technique’ within the therapy may, for 
example by; proving to be the first time a client receives the undivided 
attention of someone else, or their first experience of reliability, or of another 
person being objective (Jacobs, 1995). The aim of therapy is not to make up 
for the love the client has missed, but to help them work through their feelings 
about not having it (Malan, 1995). The person in relation to whom the client’s 
feelings (such as grief and anger) are worked through, is the therapist.
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As with the ‘good-enough mothert who is able to adapt to her infant, success 
is achieved through the therapist’s minor failures, which may often be 
instigated unconsciously by clients themselves (Casement, 1985). Therefore, 
within the transference the client is able to hate the therapist due to the failure 
which they initially experienced in their earlier environment. The therapist 
needs to be able to hold and contain the client in a similar way to how the 
‘good-enough motheri does (Winnicott, 1965). Here, holding means 
understanding the client at a deep level and showing this by an appropriate 
interpretation (Casement, 1985). By doing this, the therapist provides an 
environment in which natural tendencies at work in the client can be 
encouraged. Winnicott (1965) made clear that the survival which is a 
necessity for the parent is also a necessity for the therapist.
A clinical example
I shall now attempt to illustrate the importance of the provision of a holding 
environment within my own work. One particular client, Mrs. P had been 
referred to me due to low self confidence, a lack of motivation in her work and 
communication difficulties within her relationship with her husband. We had 
had several sessions, prior to the Christmas break, where we explored these 
various areas. She spoke about having always done the right thing’ while she 
was growing up, never rebelling like her brother, but instead achieving 
academic success and later a good job. However, she now felt very 
unsatisfied in her present position but unable to move on. She appeared to 
work hard at answering any questions I posed and exploring issues, except 
those that related to her earlier childhood.
In the next session after the Christmas break, in which she had visited her 
family who lived abroad, Mrs. P discussed several incidents concerning 
dependency/independency issues and spoke about her ambivalence around 
coming to the therapy, as she felt she didn’t know what to talk about. She 
also spoke about feeling lonely which was discussed in relation to having to 
leave her family once again after a long break. At this point she became very
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distressed and cried in my presence for the first time. This occurred at the 
very end of the session and not wanting to ‘throw her out’ in tears, I told her 
that I would leave and she could stay in the room and depart once she felt 
more collected. However, she appeared somewhat uncertain as to what was 
happening.
Within my next supervision, I discussed what had occurred and how I may 
represent her mother within the transference relationship. It was concluded 
that, possibly her puzzlement and uncertainty was due to the unpredictable 
nature of my departure. At this point I realized that I may have misjudged the 
kind of containment this client needed.
During the next session, Mrs. P initially talked about people's (including that 
of her mother’s) unpredictability and attendant issues of uncertainty and 
trust/mistrust. A great sense of anxiety and uncertainty was experienced 
through the countertransference. Through internal supervision, I hypothesised 
that she may be anxious about the break in containment that had occurred 
during our previous session. I therefore tentatively made an interpretation 
drawing on the material concerning unpredictability, uncertainty and mistrust 
in relation to my (unexpected) departure during the last session. From Mrs. 
P’s reaction, it appeared that she found relief from the earlier anxiety she had 
been experiencing by being able to safely discuss my ‘failure to contain’ and 
seeing that I could survive' this.
In the following session, the client spoke about having had an argument with 
her husband and stated that there had been several occasions that she had 
wanted to talk to him about “things” but couldn't. Again I sensed a feeling of 
anxiety around wanting to communicate something but being uncertain as to 
whether she should or could. Therefore, I tentatively asked her if there was 
anything in particular that she wanted to discuss with me. After a slight 
hesitation, she disclosed having been sexually abused as a child but 
expressed feeling uncertain whether she could bring it at such a late stage of
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the therapy. The following sessions were then taken up with this and her 
difficulty in talking to her mother about it, who herself had been abused by the 
same person. The focus now shifted from her initial presenting concerns, as 
she began to apply for other jobs and regularly speak to her husband about 
her feelings. However, towards the end of the sessions she realized that she 
needed to do further work and asked me to refer her on, which I did.
Discussion
From this it is possible to see how, in the transference, our relationship may 
have been used to represent Mrs. P’s earlier relationship with her mother. My 
failure, seen in my unexpected departure, appears to have been reminiscent 
to the failure she experienced previously with her mother who was unable to 
be there and ‘hold’ her when she tried to convey her distress and anxiety. It 
would appear that within the therapy my behaviour (i.e. early departure from 
the session) had unconsciously communicated my distance from what Mrs. P 
was feeling and needed. Thus, she was left feeling alone with her distress 
and anxiety. It was only when 1 indicated that I had picked up her 
unconscious prompt, which appeared to be communicated to me when she 
spoke about the unpredictability and mistrust of others during the next 
session, that the therapeutic holding appeared to be resumed.
It is also important to note that by tentatively interpreting and discussing my 
failure’ and relating it to earlier experiences, it seemed to allow the mental 
space for her to play with my comments. Thus, it would appear that insight 
was discovered by us together and the interpretation was not experienced as 
an impingement.
This particular case appears to demonstrate how the road to recovery may be 
achieved through failing the client in a way that was reminiscent of a previous 
failure. By bringing it up and confronting Mrs. P with it, I was able to begin to 
communicate with her True Self. I was able to show her that I could survive 
the hate she felt towards me due to my failure and provide a holding
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environment. This was achieved through not only understanding her at a 
deeper level but eventually being able to show her this by what appeared to 
be well-timed and meaningful interpretations.
Conclusion
Winnicott’s theory of the ‘good-enough’ mother has had a catalytic effect 
upon theory and practice. However, it must be remembered that by lifting it 
out and putting this aspect of childhood on the podium of overriding 
importance he appears to have only paid lip service to the other aspects, 
such as the significance of the father, society and sexuality. Indeed, the 
almost exclusive focus on the mother-infant relationship is a topic often 
discussed within the feminist critique of psychoanalysis (see for example, 
Chodrow, 1989).
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In cognitive therapy, therapeutic change is not 
dependent on the therapeutic system of 
delivery but on the active components which 
directly challenge the client’s faulty appraisals.
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in cognitive therapy, therapeutic change is not 
dependent on the therapeutic system of 
delivery but on the active components which 
directly challenge the client’s faulty appraisals.
Overview and introduction
This paper will begin by briefly outlining the original model of cognitive 
therapy It will then define and contextualise the concept of the therapeutic 
system of delivery. In doing so, it will outline the process of cognitive therapy. 
It will then consider what has traditionally been seen to be the active 
components of the approach which directly challenge the client’s faulty 
appraisals. Then, by drawing on more recent developments within cognitive 
therapy, it will suggest that the therapeutic system of delivery can play an 
important role in therapeutic change. In conclusion, this essay will suggest 
that both the therapeutic system of delivery and the strategies which directly 
challenge the client’s faulty appraisals are necessary for the therapeutic 
process of change to occur within cognitive therapy.
With the publications ‘Cognitive therapy and emotional disorders’ (Beck,
1976), and ‘Cognitive therapy of depressions’ (Beck et al, 1979) Beck and 
his colleagues are considered to have established what is now regarded as 
the original model of cognitive therapy based on the cognitive model of 
psychological disturbance. This model proposes that emotions and behaviour 
are mediated by cognitive processes and psychological disturbance is a result 
of distorted or dysfunctional thinking. In other words, emotional disturbance 
occurs when the cognitive processes of interpreting and evaluating 
experiences is biased (usually negatively) which in turn tends to negatively 
influence our feelings and thoughts. Furthermore, it is proposed that an 
improvement in mood and behaviour can be achieved through realistic 
evaluation and modification of thinking (Beck et al, 1979; Beck, 1995).
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The therapeutic system of delivery
Before any real discussion can take place it is imperative to define what is 
meant by the therapeutic system of delivery. It would be easy to define it as 
‘the therapeutic relationship’, however this is such a broad term 
encompassing many different perspectives (depending on the particular 
therapy model one is using) that it would result in complexity and vagueness. 
For example, Clarkson (1995) has identified five different types of therapeutic 
relationship that have been focused on by the exponents of the major 
approaches to psychotherapy. These include; the working or therapeutic 
alliance, the transferential/countertransferential relationship, the reparative 
developmentally needed relationship, the person to person relationship, and 
the transpersonal relationship (see Clarkson, 1995). Therefore, with the 
endeavour of promoting clarity the definition of the therapeutic system of 
delivery will draw on the work of Wills and Sanders (1997). In their book, 
‘Cognitive therapy; Transforming the image’ (Wills and Sanders, 1997) they 
define the basics of the therapeutic relationship within cognitive therapy as 
including “therapeutic empathy, respect, unconditional positive regard [the 
core conditions of therapy], listening to the client, keeping the boundaries, 
keeping a structure both within sessions [e.g. agenda setting] and across 
therapy as a whole, as well as working collaboratively with the client” (p. 143).
Traditionally, the therapeutic relationship, has been seen as only one aspect 
of the process of cognitive therapy (see below) with the main emphasis being 
on the therapeutic alliance which consists of establishing and maintaining the 
core conditions of therapy (as outlined by Rogers, 1957) as well as trust, 
rapport and most importantly collaboration. It is the concept of collaboration 
which marks the departure from other modes of therapy as the therapeutic 
relationship within cognitive therapy stresses an active working relationship 
where the therapist and client work as a team.
Furthermore, the therapeutic alliance is viewed as serving specific functions 
and Raue and Goldfried (1994), drawing on social learning theory, have
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identified several ways in which it does this. Firstly, through a strong rapport 
the ‘reinforcement value' of the therapist is enhanced providing an increased 
ability to influence the client’s behaviour and ensure they become involved in 
the work of therapy both within and between sessions. In relation to this, the 
establishment of a structured, focused approach within each session, as well 
as running across the sessions, is a characteristic feature of cognitive 
therapy. Thus, through the development of a good therapeutic alliance the 
client can be socialised into therapy by conveying the message that the client 
is to share the responsibility for making progress (Beck, 1995).
A second important function of the therapeutic alliance, is that it can allow the 
therapist to model more adaptive behaviours, for example problem solving 
within sessions (Goldfried and Davidson, 1976). Finally, it is seen as an 
important factor in overcoming client resistance. Therefore, in contrast to the 
experiential or psychoanalytic orientations where the therapeutic relationship 
is viewed as the main vehicle for change the cognitive approach has viewed 
the therapeutic alliance as the means to assist other important aspects of the 
change process of therapy.
The process of cognitive therapy
Throughout the development of cognitive therapy the process of therapy has 
been seen to involve three aspects which include; a collaborative therapeutic 
relationship, an empirical method and a parsimonious form of therapy (Wills 
and Sanders, 1997). Within cognitive therapy the emphasis is placed on the 
therapeutic relationship as being an active working relationship where the 
therapist and client work as a team. The therapist guides the client in the 
exploration of thoughts, feelings and behaviours. Moreover, therapy is 
empirical in that the therapist treats every statement about the problem as a 
hypothesis rather than presuming that the client’s way of making sense of the 
situation is either distorted or correct. The aim of cognitive therapy is for the 
client and therapist to collaborate together to identify maladaptive cognitive
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processes, challenge them by testing them out empirically and then working 
together to modify them to allow for more adaptive behaviour.
In cognitive therapy the parsimonious approach is evident in that work usually 
starts at the symptom level and then moves on to working at the underlying 
level. In general, the first stages of cognitive therapy treatment involves 
identifying automatic thoughts which are the shallowest level of cognition 
(being the closest to consciousness) and assisting the client in seeing how 
emotions and thoughts are linked in a vicious cycle. Once identified, the 
therapist guides the client in evaluating and modifying these thoughts with the 
aim of producing symptom relief. Traditionally, the focus of therapy would only 
move on to evaluating and modifying the underlying dysfunctional 
assumptions (intermediate beliefs) and core beliefs (the deepest and most 
fundamental beliefs) if it was deemed necessary. This would occur either 
from the way the therapy proceeds or from the need to try and prevent future 
relapse (Wills and Sanders, 1997).
Therefore, the work of cognitive therapy is collaborative and empirical with 
the aim, as far as possible, to resolve clients’ problems. The therapeutic 
alliance is seen as important and necessary in so far as it facilitates 
collaboration and socialises the client to the cognitive model. In the original 
models of cognitive therapy, for therapeutic change to occur, a good 
relationship was seen as necessary but not sufficient (Beck et al, 1979). 
Indeed, it is the cognitive and behavioural techniques or strategies that have 
been considered to be the agents of change rather than the therapeutic 
relationship per se
Techniques and the process
A distinguishing feature of cognitive therapy has been the development and 
application of a wide range of tools and techniques aimed at targeting and 
modifying the client’s belief system. Traditionally, these have been viewed as 
the active components which directly challenge clients’ faulty appraisals.
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There are numerous strategies or techniques that have been employed to do 
this. However, in general, they can be organised under three main 
approaches which include; the process of guided discovery using Socratic 
questions, thought diaries, and behavioural experiments. Guided discovery 
involves the therapist and client collaboratively working together to find 
alternative more adaptive ways of thinking, often through the socratic method 
which uses systematic questions and inductive reasoning (Overholser, 
1993a, 1993b).
Thought diaries continue the process of identifying, challenging and looking 
for alternative thoughts by getting the client to record them. The third main 
approach is concerned with conducting behavioural experiments which are 
aimed at helping the client to directly test the validity of their thoughts and 
beliefs either within the sessions or between them. In relation to this, 
homework tasks are viewed as central to cognitive therapy (Beck, 1979) as it 
provides further opportunities for the client to identify, modify and evaluate 
their thoughts, beliefs and behaviours. Furthermore, evidence from research 
has shown that doing homework can be particularly meaningful for the client 
as the cognitive approach is being used in a live' situation (Bums et al, 
1985). In fact, several researchers have also found that cognitive therapy 
patients who carry out homework assignments progress better in therapy 
than those who do not (e.g. Persons et al, 1988; Neimeyer and Feixas, 
1990).
In relation to research, there is a wide and growing body of studies testing 
and demonstrating the efficacy of cognitive therapy both in terms of outcome 
and process. Outcome studies have shown cognitive therapy to be as 
effective as anti-depressants with depressed clients (Blackburn et al 1981; 
Teasdale et al 1984). Cognitive approaches for the treatment of anxiety 
states has also produced promising results (e.g. Clark et al, 1988). 
Furthermore, there is evidence to show that interventions aimed at 
challenging, as opposed to simply focusing on or exploring, depressing
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thoughts can have an immediate effect on mood (Blackburn and Bonham 
1980; Teasedale and Fennell 1982).
Therefore, right from the start the cognitive model of therapy has been 
backed up by research validation. Indeed, for those clients whose difficulties 
are relatively uncomplicated and who are responsive to short term therapy 
the type of therapeutic relationship and the parsimonious approach, as 
described thus far, has been shown to be appropriate and effective (Beck, 
1995; Wills and Sanders, 1997). For example, a controlled trial to investigate 
the effectiveness of a cognitive approach with panic disorder clients, found a 
significant improvement amongst those clients who had been given cognitive 
therapy in comparison to those who were given a form of non-directive 
supportive therapy (Beck, 1988). However, for clients with complicated 
problems, personality disorders, interpersonal difficulties, or long term issues 
the standard models and processes proved to be much less effective (e.g. 
Van Nelzen and Emmelkamp, 1996). This has led to critical debates within 
the therapy world.
Criticisms and New Perspectives
One criticism often leveled at cognitive therapy is that it is mechanistic and 
emphasises method rather than the process of therapy (Persons et al, 1996; 
Wills and Sanders. 1997). Indeed, in the early years of cognitive therapy 
there appears to have been more of a focus on pragmatics rather than 
theory. However, due to the growing number of clients who were unable to be 
helped by the original parsimonious approach (and perhaps also as a result of 
the critical debates) cognitive therapy has developed and expanded. 
Cognitive therapists are now paying increasing attention to the role of 
emotion (e.g. Safran and Greenberg, 1988), early experiences and clients’ 
interpersonal issues both outside therapy and within (e.g. Safron and Segal, 
1990). Especially in relation to this last point, there has been a growing 
recognition of the need to have a deeper understanding of the role of the 
therapeutic relationship (Wills and Sanders, 1997).
22
Thus, new ways of working have evolved within cognitive therapy. More 
attention has been paid to formulation or case conceptualisation due to the 
increasing recognition of the need to work with deeper issues. Although as 
early as 1979, Beck and his colleagues stressed the importance of case 
conceptualisation it was not until later that it was expanded and applied more 
fully (see for example Persons, 1989; Safran, 1990; Safran and Segal, 1990; 
Layden et al., 1993). Persons (1989) asserts that in cognitive therapy 
although the therapist's first focus is usually on symptom removal it is 
important to have an understanding of the underlying mechanisms which may 
predispose the client to developing the problems.
Through a continuing process, involving both client and therapist, a working 
hypothesis (or conceptualisation) can be developed which then provides a 
‘map’ of the client’s problems and their origins (Persons, 1989). This 
collaborative process can help the client to increase their understanding of 
the problems and believe that change can occur (Kirk, 1989). A good case 
conceptualisation can also provide a guide for the choice of which cognitive 
interventions would be of value to the client. Thus, case conceptualisation 
has now become an integral part of cognitive therapy and as a means of 
understanding, predicting and normalising clients’ problems it has been 
considered to be therapeutic in itself (Persons, 1989; Wills and Sanders, 
1997y
Furthermore, the assimilation and accommodation of concepts derived from 
interpersonal theory have allowed for a clearer understanding of the 
relationship between the interpersonal factors outside the therapy and those 
within (e.g. see Guido and Loitti, 1983; Safran, 1990; Safran and Segal 
1990). Safran (1990) suggests that awareness of ‘interpersonal markers’ (i.e. 
specific client behaviours and communications that are considered to be 
problematic) can facilitate the therapeutic process by indicating areas for 
cognitive exploration. Such exploration, in turn, may then provide a greater 
understanding of the client’s (dysfunctional) cognitive-interpersonal style
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(Safran, 1990). In relation to this. Safran and Segal (1990) assert that 
difficulties in the therapy, such as ‘alliance ruptures’, often occur when the 
therapeutic relationship activates dysfunctional interpersonal schema (i.e. 
important assumptions and beliefs). Therefore, by attending to and correctly 
assessing such schema it can help the therapist to avoid counter-therapeutic 
behaviours and instead allow for appropriate interventions that will assist the 
client in modifying their dysfunctional schema (see Safran and Segal, 1990).
Similarly, it has been suggested that client’s may engage in a variety of 
schema driven’ behaviours within the therapy, such as schema maintenance, 
schema avoidance and schema compensation (see Young, 1994). By being 
attentive to this and reacting in a way that disconfirms the client’s 
(dysfunctional) assumptions schema modification can occur (Layden et al,
1993). It can be seen that these new approaches are integrating concepts 
similar to those usually associated with psychodynamic models (e.g. issues of 
transference and countertransference). In fact, Persons et al (1996) asserts 
that these new approaches gives the cognitive therapist greater flexibility to 
use transference interpretations which can provide the client with a powerful 
corrective emotional experience. Furthermore, Young (1994) has discussed 
how the client can experience a form of reparenting by addressing issues in 
the therapeutic relationship.
The discussion above would suggest that the therapeutic relationship is a 
crucial factor in therapy and can be used actively to promote change. Indeed, 
research has shown that it is the quality of the therapeutic relationship that is 
one of the most important aspects in relation to therapeutic change (Horvath 
and Symons, 1991). Empirical studies investigating the relative contribution of 
technical factors versus non-specific relationship factors in therapy have 
indicated that both are important, in that a positive relationship has a 
significant impact on treatment outcome (Bums and Nolen-Hoeksema 1992; 
Raue and Goldfried, 1994).
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Moreover, the recent developments within cognitive therapy, as outlined 
above (e.g. see Layden et al, 1993; Young, 1994, Persons 1996) would 
suggest that proponents of cognitive therapy are not only considering the 
therapeutic alliance within the relationship but also the different types of 
relationship, contained within the term therapeutic relationship (e.g. the 
transferential/countertransferential, the reparative developmentally needed 
relationship and the person to person relationship, see Clarkson, 1995).
Earlier models of cognitive therapy have viewed the cognitive techniques and 
strategies that directly challenge the client’s faulty appraisals as being the 
active components of therapeutic change. The therapeutic relationship was 
seen as important, in as much as having a good alliance was necessary to 
carry out the technique-driven work of the therapy. Difficulties in the 
relationship were considered as needing to be ‘fixed’ before the real work of 
therapy could continue. However, the recent developments within cognitive 
therapy have provided a framework within which the therapeutic relationship 
can be viewed from different perspectives and actively used in the service of 
therapy. Therefore, by attending to the different elements of the relationship it 
can not only help in identifying and conceptualising the client’s underlying 
schemas but also guide the choice of interventions and can be used to modify 
beliefs and assumptions.
Conclusion
Given the aforementioned discussion, it is suggested that both the 
therapeutic system of delivery and the strategies which directly challenge the 
client’s faulty appraisals are necessary for the therapeutic process of change 
to occur within cognitive therapy. In relation to this, it is important to 
emphasise that although traditional cognitive strategies are central to 
cognitive therapy it is only by integrating them into the context of the 
therapeutic relationship that can best promote the process of change. As 
Beck states “the whole of any system of psychotherapy is more than the sum 
of the parts’ (1991, p 196). Furthermore, it is suggested that the newer
25
models of cognitive therapy (which appear to draw on concepts and 
processes from a variety of psychotherapy approaches) are well suited to the 
discipline of counselling psychology which believes in an interactive model of 
therapy.
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This paper will begin by tracing the history of ‘modem’ positivist science and 
the impact it has had upon both academic psychology and applied 
psychology. It will then discuss the initial creation and development of the 
scientist-practitioner model and the adoption of this model by counselling 
psychology. After a brief examination of some of the arguments against the 
adoption of this model it will question and explore the interpretation of science 
held within the model of the scientist-practitioner as it applies to counselling 
psychology. It will explore the qualitative-quantitative methodology debate 
(and the different epistemological positions they are based on) in relation to 
counselling psychology research. Finally it will discuss the relevance of 
methodological pluralism in relation to counselling psychology research while 
at the same time emphasising the importance of maintaining philosophical, 
epistemological and methodological congruence.
Historically, psychology as a discipline has been heavily influenced by the 
received’ (‘traditional’ or modern ) view of science. This modern view of 
science developed out of the ‘Enlightenment’, which was a framework of 
ideas about nature, people and society which began to challenge the 
traditional western world view of Christianity in the mid-eighteenth century 
(see Strawbridge and Woolfe, 1996). It proffered a rational, experimentally 
based method for creating knowledge which was rooted in the philosophy of 
positivist empiricism and based on the epistemological position of realism. 
Thus, integral to this view or model of science are the assumptions that
“objects in the natural world are objective and real [and] that scientific
knowledge is determined by the actual character of the physical world. 
[Furthermore] science comprises a unitary set of methods and procedures,
concerning which there is, by and large, a consensus [and as an activity it
is] individualistic and mentalistic” (Woolgar, 1996 p i 3).
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From the earliest stages in its development academic psychology was put 
forward as a discipline aimed at applying scientific methods to the study of 
people. Barker et al (1994) state that the purpose of this alignment with the 
natural sciences and the positivistic perspective was to increase its 
respectability within the academic world. Therefore, it promoted itself as 
dealing with the task of discovering laws that could establish a corpus of 
knowledge which would allow for the prediction and control of human 
behaviour (Strawbridge and Woolfe, 1996). From this academic basis 
psychologists then began to apply these laws to situations, environments and 
people beyond the setting of the university (i.e. the ‘real’ world). Depending 
on the particular area of psychology studied different psychology professions 
began to emerge. One of the earliest, and the one that concerned itself 
predominately with the area of mental health (or rather mental ill-health, i.e. 
psychopathology) was clinical psychology.
Throughout its transition from university to clinic, clinical psychology 
continued to espouse the modern scientific perspective through the creation 
and development of the scientist-practitioner model (Barker et al, 1994). This 
model stressed the function of the clinical psychologist as a professional 
scientist (both in terms of research and in practice). As such, objective 
observation of the output of the subject (or patient) was used as a form of 
measurement as well as the foundation of their formulations of theories and 
models (Williams and Irving, 1996). Initially, assessment, formulation and 
research (both patient and service led) defined the contribution of the 
profession, but more recently management and treatment have also been 
integrated within clinical psychologists’ main concerns. Despite this shift and 
broadening of focus the positivist viewpoint has continued to be an integral 
feature of the profession that defines itself in terms of a scientist-practitioner 
model. It is here where the debate begins in terms of this model and the 
meaning it has to counselling psychology.
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Within the literature on counselling psychology, the connection between 
science and practice has been considered to be a crucial issue (Woolfe, 
1996). As such the scientist-practitioner model has t>een widely embraced as 
the overall guiding framework of the discipline. The development of 
counselling psychology can be seen to be partly derived from the failure of 
counsellors to evaluate their practice while at the same time the momentum 
behind the creation of the profession has been concerned with the integration 
of a more humanistic or phenomenological philosophy base into psychology 
(Woolfe, 1996). Indeed, Clarkson (1998) describes counselling psychology as 
“the conscious use of academic psychology alongside practical counselling
skills [where]....there is an emphasis on the systematic application of
distinctively psychological understanding, based on empirical research of the 
client and the counselling process” (p3).
However, it has been argued that in promoting itself as rooted in the scientist- 
practitioner model the profession of counselling psychology has automatically 
adopted the language and implicit meanings associated with clinical 
psychology. Indeed, Williams and Irving (1996) suggest that the values and 
epistemological underpinnings of a profession to which the phenomenological 
approach is central, are at odds with the conceptual framework of mainstream 
psychology and the (‘traditional’) scientist-practitioner model. In other words, 
counselling psychology emphasises subjective experiences, feelings and 
meanings along with “the need to negotiate between perceptions and world­
views without assuming an objectively discoverable truth ” (Strawbridge and 
Woolfe, 1996, p 619). Moreover, it proports to draw on an externally 
referenced knowledge base while at the same time, Williams and Irving 
argue, operating from an internal observer perspective - something they state 
is a “logical absurdity” (p. 6). In a similar vein, van Deurzen Smith (1990) 
contends that due to counselling psychology’s concern with the fulfillment of 
potential rather than the curing of sickness, the methods and insights of 
philosophy rather than those of science are more pertinent to the discipline.
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Such questioning and debate may appear to have validity and as a process in 
itself is important and should be encouraged, especially as reflectivity is 
considered to be an integral aspect of counselling psychology both in terms of 
practice and research. However, in their criticisms of those counselling 
psychologists who have adopted the scientist-practitioner model, the above 
authors, it could be suggested, are being as automatically unthinking in 
relation to their interpretations of the meaning of ‘science’ contained within 
the term scientist-practitioner. By stating that there is a “conceptual impasse” 
(p. 5) in using the scientist-practitioner model to define the work of 
counselling psychology Williams and Irving (1996) appear to be equating 
science solely with the modem positivist interpretation. It is true that this has 
been the prominent epistemological position that has been defining the 
perspective of science. However, it is suggested that this is only one view of 
science.
Why should the scientist’ in the scientist-practitioner term need to be 
confined to, and defined in terms of a modem’ model of science? This is a 
particularly pertinent question to ask considering the wealth of literature 
concemed with postmodemist thinking (see Strawbridge and Woolfe, 1996) 
that seriously questions this model’s value framework, concept of rationality 
and applicability to humans. In fact. Smith (1996) states that “science is a 
multifaceted activity; there is not just one way of defining what science is and 
how it should be conducted” (p i 89). Similarly, Woolgar (1996) suggests that 
what is perceived as science’ is ever changing and rather than thinking of 
‘scientific method’ as an universal procedure it is of greater benefit to 
perceive it as “an evaluative repertoire” (p i9).
Therefore, perhaps the question that needs to be asked concems how 
counselling psychology is interpreting science within the scientist-practitioner 
model. Woolfe (1996) draws on the American perspective of counselling 
psychology which identifies two research-related components to articulate the 
model of the scientist-practitioner in relation to counselling psychology. The
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first concems the “value of programmatic research for both forming and 
informing the profession, for discerning effective intervention strategies, and 
for investigating client and therapist variables as influences on counseling 
psychology processes and outcomes”. The second component involves the 
“essential role of research in providing a base for practice and the need for 
counselling psychologists to use scientific methods to evaluate their practice 
critically” (Kagan et al, 1988).
While the above description promotes the importance of scientific methods’ it 
does not prescribe a particular one but rather suggests that they should be 
pertinent to the practice of counselling psychology. This would suggest that 
the definition of what science is, within the scientist-practitioner model, needs 
to involve the debate about the relative merits of quantitative and qualitative 
methods.
It is a fact that within mainstream psychology quantitative methods (based on 
the epistemological position of realism) continue to be the method of choice in 
the endeavour to ‘scientifically research'. However, along with the 
postmodernist challenge to the received' view of science has come a shift 
towards a greater acceptance of qualitative methods. Indeed, both Woolgar 
(1996) and Henwood (1996) suggest that the commitment to quantitative as 
opposed to qualitative methods is not about methodological superiority but 
rather to do with resources. Woolgar (1996) argues that the choice of method 
should be thought about on a much deeper level than just the selection of 
“neutral tools” (pi 6). Instead, he proposes that the choice should concern the 
epistemological commitments that are manifested in that method.
To date the majority of qualitative work has been based on constructionist 
epistemology (i.e. idealism) which is concemed with studying socially 
constructed meanings as opposed to finding general laws. Furthermore, it 
has been argued on philosophical or epistemological grounds that 
quantitative methods based on positivism should be abandoned when
research is concemed with understanding subjective experiences and gaining 
some sense of meaning (as within counselling psychology). Instead the aim 
should be to research meaning solely using qualitative methodology based on 
a constructionist epistemological perspective. However, the danger is that 
this could lead to epistemological nihilism whereby nothing can ever be 
decided about the world. So far the discussion has focused on the two 
epistemological positions of positivism and constructionism as if they were 
the only two dichotomous positions. However, the epistemological 
perspective of critical realism (Bhaskar, 1989), which affirms physical reality 
while at the same time recognising that all understandings are essentially 
tentative and that scientific methodologies are not value-free, can be thought 
of as lying on the continuum between the two aforementioned positions.
Following on from this, Henwood (1996) suggests that although a distinction 
between qualitative and quantitative perspectives has been a useful exercise 
in that it has led to a greater diversity of approaches and methods within 
psychological research this distinction should not be considered as absolute. 
Furthermore, she warns against the assumption that ‘quantity’ is always 
directly related to epistemological realism where as quality’ is solely the 
domain of constructionism (or epistemological idealism). Instead, she 
demonstrates that some qualitative research can be considered as stemming 
from a realist epistemology (see Henwood, 1996). Moreover, both qualitative 
and quantitative methods have weaknesses although they may be for 
different reasons (for a more in-depth discussion on the relative merits of 
each of these methods see Woolgar, 1996).
In relation to counselling psychology, Woolfe (1996) while stressing the 
importance of developing and using new qualitative approaches and 
methodologies, also emphasises the need to continue to be versed in the 
experimental method. Indeed, as part of his argument for a balance between 
qualitative and quantitative approaches within counselling psychology 
research, Glachan (1996) suggests that gaining an understanding of meaning
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does not always have to be unique to the individual but that some meanings 
and experiences may be able to be shared.
Given the above discussion, it can be seen that instead of defining science 
(and scientific method) purely in terms of a constructionist epistemology 
employing qualitative methods, it may be more valuable for the profession of 
counselling psychology to move in the direction of what Barkham (1990) 
describes as “methodological pluralism” which involves the use of a variety of 
methodologies. Indeed, there is a growing body of literature which advocates 
this (e.g. Abraham and Hampson, 1995; Glachan 1996; Woolfe; 1996). 
However, while Abraham and Hampson (1995) support this permissive 
stance they warn against the dangers of philosophical or theoretical 
eclecticism. They emphasise that for methodological integration to occur 
there needs to be epistemological and theoretical clarity and consensus. In a 
similar vein to Abraham and Hampson (1995), Glachan (1996) argues that it 
is the research question that should determine the method to be employed. 
However, Henwood (1996) drawing on feminist research suggests that it is 
not simply about considering the research question at hand but it involves a 
more in-depth appreciation of “the possible benefits of exploring specific lines 
of inquiry connecting epistemology, methodology and method” (p39).
Conclusion
In answer to the question outlined in the title of this paper I would say that 
counselling psychologists can be scientist-practitioners. However, there is an 
obvious need to refine and clearly define (for ourselves and for others) what 
is meant by the terms science and scientific method in relation to our 
profession. Qualitative and quantitative methodologies based on different 
epistemological perspectives have been argued as relevant to the activity of 
counselling psychology research. Thus, ‘methodological diversity’ has been 
advocated as the way forward in the activity of counselling psychology 
research. Indeed, Woolfe (1996) suggests that methodological diversity’ is 
compatible with the theoretical diversity of counselling psychologists.
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Furthermore, it could be suggested that the critical realist framework, with its 
acknowledgment that scientific methodologies are not disinterested and 
value-free, could be considered the most pertinent and overarching 
epistemological framework for counselling psychology research and the one 
in which methodological pluralism would most comfortably sit.
Nonetheless, in order to develop a meaningful knowledge base for our 
profession (i.e. through researching our practice and publishing our findings) 
it is imperative that we continuously strive for philosophical, epistemological 
and methodological coherence. This requires a constant questioning and 
reflexive attitude, something which is considered to be an integral aspect of 
any counselling psychologist who is a scientist-practitioner.
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introduction
In general, the GP practice is the first port of call for those people in the 
community experiencing health problems. East (1995) defines primary care 
as being “about the initial contact between GPs and their patients, the co­
ordination of that contact when referrals are made to other members of the 
health care team and to consultants or specialists, and continued contact with 
patients and their families, often in a supportive and advisory role in addition 
to medical treatment” (p. 13). Out of all the problems seen in primary care 
settings research indicates that one third of them are psychological in nature 
and those patients with psychosocial problems are more often treated by 
general practitioners than by other services (Papadopoulos and Bor, 1995). It 
is therefore important to examine how the primary care team can be best 
equipped and organized in order to manage psychological problems.
An historical perspective
During the 1970s counselling gradually became more established as an 
important aspect of the primary health care (PHC) team, not only within the 
roles of existing staff (i.e., GPs, health visitors, nurses, midwives etc.) but 
also as an independent aspect of the team’s range of provision (East, 1995). 
However, it wasn’t until the late 1980s that the development of counselling in 
primary care really began to take off following the publication of three 
government white papers and the recommendations therein. The inclusion of 
counselling into the surgery services led to the availability of funding 
specifically for this purpose (Promoting Better Health, SSSS 1987). Further, 
many practices became fund-holders with the ability to purchase particular 
services such as counselling (Working for patients, SSSS 1989). [See also
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Nursing in the Community, NHS Management Executive 1990]. The aim of 
these reforms was to provide NHS patients with more say and influence in the 
range and choice of services.
An overview of the factors involved
With the rapid growth of counselling and therapy in primary care settings it 
has become apparent that there is a host of complex issues and 
considerations that need to be addressed especially concerning the 
considerable differences in assumptions and practice. So far most of the 
books on primary care have mainly focused on research and evaluation. 
However, much more recently there have been a growing number of articles 
concentrating on different aspects of clinical work within GP practices. The 
literature so far has highlighted the diversity of issues that need to be 
addressed in order to develop and promote effective counselling practice in 
GPs surgeries. Some of these include the different types of 
counselling/therapy, assessment concerns, boundary and framework issues, 
role of communication t)etween the different team members, evaluation of 
treatment, GPs’ ability to counsel and referral problems. I will only attempt to 
outline some of these factors here. Although many of these aspects are very 
much interdependent and therefore difficult to consider in isolation.
The implication of boundary and framework issues
The majority of those carrying out counselling and/or psychotherapeutic work 
would agree with the importance of maintaining the therapeutic frame. 
However, the context in which the therapeutic activity takes place needs to 
be considered. Depending on the theoretical approach taken by the 
professional therapist the degree to which the frame is adhered to may differ. 
In recent articles this aspect has been discussed in relation to working within 
a primary care setting. Hoag (1992) working from a psychodynamic 
perspective, views counselling within a GP practice as no different from 
counselling in other settings.
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In her paper she discusses the attempts she made to secure the frame by 
addressing some practical but important considerations. These involved 
attempting to: acquire a consistent room; asking the GPs to give referrals her 
telephone number thereby giving the patients responsibility for initial contact; 
taking charge of the therapy appointment book; outlining the function of the 
therapist in terms of the practice as a whole as well as discussing issues of 
confidentiality and payment by the surgery. Ironside (1997) also addresses 
the importance of discussing the issue of fees in the assessment in order to 
convey to the client that the therapist is not an ‘all giving carer’ which could 
possibly engender in the client the feeling that they need to show gratitude 
and/or compliance.
The main thrust of Hoag’s argument is that the therapist working within such 
a setting should establish and maintain firm boundaries, exclusiveness and 
confidentiality in order to provide a secure frame within the deviant frame of 
the general practice surgery. In doing so she maintains that this leads to 
positive effects not only for the clients but also for the wider setting of the 
surgery and its staff. However, I think that there are some negative 
consequences of adopting such a strict approach to the therapeutic 
framework. One of which is that in adhering to such a framework implies 
minimal GP/Therapist contact which may foster misunderstandings 
concerning mutual expectations (this will be discussed further). Moreover, 
she appears to ignore the very real influences of the setting that makes it 
unique. Although many other articles emphasize the importance of a secure 
frame they also acknowledge the uniqueness of this particular setting and the 
need to adopt a more flexible approach.
Lees (1997) recognizes that the culture of the organization can intrude on the 
clinical work. However, he suggests it can also be viewed as a positive ‘force’
for change. Lees states that, “whatever the case it is the job of the
cousellor to ensure that its influence is creative rather than destructive” 
(p.35). He perceives the core interaction as being between the patient and
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the therapist but outlines several factors as influencing and being influenced 
by this relationship which need to be taken account of. These include; the 
practice as a whole, the staff, other patients, families and the community, as 
well as the supervisory relationship.
Drawing from his own experience, Lees discusses the considerations 
concerning the utilization of a strict therapeutic framework. In particular, he 
realized that if he were to adopt such an approach he would be unable to 
cope with the large amount of referrals that he received. Therefore, he 
decided to make some innovations which involved initiating a one hour drop- 
in session, identifying a category of clients that were best served by being 
seen on a ‘book as you go t>asis’, seeing clients with other family memt>ers, 
as well as using a more conventional fifty minute five session model. 
However, he recognizes the importance of creating a balance to avoid 
colluding with the ‘frenetic Casualty style mood’ of a busy and often chaotic 
general practice (Lees, 1997).
In an article by Jones et al (1994) they address framework issues with 
particular reference to the transference of the setting. Their perspective has 
evolved from working within a team of GPs, therapists and counsellors in an 
Inner City GP practice. They argue that due to the implementation of weekly 
team meetings (where they discuss new referrals, assessments and ongoing 
case work) not only is there a growing acceptance of the therapist/counsellor 
as a significant part of the practice but also the “realization of the relevance of 
the interaction between GP and therapist in relation to patients referred for 
treatment” (p.544).
Jones et al suggest that there is a double transference that exists for the 
patient (i.e., to the GP and to the therapist) and the responses of some 
patients to this needs to be understood and worked with so that he/she 
doesn’t use this defensively. In doing so, they have drawn attention to the 
possible implications for the patient of moving from a two person relationship,
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between the patient and the GP, to a three person relationship between the 
patient, GP and counsellor. Therefore, they propose a more collaborative 
approach (through open and frank discussions between GP and therapist) in 
order to gain insight into the patient and try and prevent professional 
difficulties occurring that may, in part, be a result of acting out the patient’s 
difficulties in their own relationships.
The importance of communication
Working as a therapist and/or counsellor within a multi-disciplinary primary 
health care team can lead to difficulties concerning poor communication and 
competitiveness t>etween team memt)ers. This may t>e due, in part, to dealing 
with patient’s presenting problems from different perspectives and the 
underlying assumption that their particular model of working is the most 
effective. In other words, the conventional biomedical model that most GPs 
use is, more often than not, in direct contrast to that which the therapist uses. 
The therapy model engenders collaboration by encouraging more active 
participation in the ‘treatment’ and healing process on behalf of the client.
Also there may be unrealistic expectations of other team members arising 
from the lack of knowledge about, among other things, the other models 
being utilized and the differing backgrounds and styles of working of the other 
professionals within the team. From the experience of the regular meetings 
that Jones and her colleagues describe, they found that often a forum was 
set up (during the discussions of particular cases) for the internal dynamics of 
the team to be explored. This would allow for conflicts within the team to be 
addressed and the mutual expectations to begin to be clarified (Jones et al,
1994). An integral part of facilitating a good understanding between the team 
members, especially physicians and therapists, is the necessity to use a 
common language when communicating.
In their paper looking at counselling psychology in primary health care, 
Papadopoulos and Bor (1995) suggest from their review of the literature that
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not only do patients benefit from the presence of a counsellor in the practice 
but that the health care team as a whole benefits. They recommend that “time 
may need to be invested by the counsellor in supporting other practice 
members who want to develop their own counselling skills, and in helping 
GPs to refine their counselling and assessment skills so as to enable them to 
recognize patients that present with psychological problems and make the 
necessary referrals” (p.293).
Implications for research
In 1991 (and later with amendments in 1992) the Department of Health issued 
The Patients’ Charter which sets out the rights to care in the NHS. The 
consequences of this has meant that each District Health Authority (DHA) is 
required to evaluate their services to make sure that they represent value for 
money (East, 1995). Concentrating specifically on counselling, Corney and 
Jenkins (1993) state that due to the limitations of time and resources specific 
focus is needed in designing evaluative studies. These include the need to 
identify those groups of patients who will benefit the most from counselling 
and examine which of the diversity of therapies used in GP practices benefit 
the patients the most, as well as investigating the level of skill that is 
necessary for effective counselling to occur. This last factor relates to an 
earlier point touched on briefly which concerns the other team members 
expectations of the counsellor.
Although it has become much more respectable to adopt an interactionist 
view of mind and body there is still a lot of debate surrounding this. Often 
those trained within the traditional medical model still staunchly uphold this 
distinction even if they do not express it explicitly. The main debate in this 
area revolves around what constitutes effective treatment, in particular, the 
effectiveness of counselling and psychotherapeutic treatments compared with 
scientific medical treatments (i.e., psychotropic drugs). Papdopoulos and Bor 
(1995) reviewed several studies which examine the evaluation of 
psychological treatment in primary care and in general found the results to be
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positive. However, it was pointed out that there needs to be careful 
consideration concerning the methodology, sampling procedures and 
independent variables when carrying out such studies. They stressed the 
need for continuous evaluation in setting up and developing counselling 
services within primary care in order to promote greater acceptance and 
recognition of both its value and efficacy.
Qualifications and Expectations
Within GP practices ‘counsellors’ are hired regardless of what the individual’s 
professional qualifications are. From my own experience I am acutely aware 
and frustrated by this. My supervisor, a trained social worker, psychotherapist 
and lecturer is employed as a ‘counsellor’, and as a trainee under his 
supervision, I too am referred to by this term although I am in the midst of an 
intensive counselling psychology doctoral program. At first glance this may be 
interpreted as occupational snobbery, however, I think that this particular 
situation is a general reflection of GPs’ lack of understanding about the skills 
and capabilities of those professionals they have employed to provide 
counselling. In fact, it implies a fundamental sense of confusion about what 
counselling is, especially as the term œunselling is used to describe most 
psychological work within primary care settings.
In order to avoid misunderstanding around the expectations of those who 
work therapeutically with patients in primary care settings there needs to be 
an awareness of their qualifications, training, skills and limitations. As 
Sheppard (1993) has pointed out “if general practitioners are to delegate 
specific tasks to other members of the team they must do so with a clear 
knowledge of their fellow professional’s capabilities” (p i 7). I believe that if the 
quality of care is to be improved within the GP surgery there needs to be a 
continued working towards a shared vision of care. With specific reference to 
counselling, there needs to be clarification surrounding what those who are 
employed as counsellors/therapists do, and the effectiveness of their
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practice. This can be achieved through effective communication and further 
evaluative research.
The Counselling Psychologist
It is imperative that research into the effectiveness of counselling and 
psychotherapy in medical settings meets the demands for scientific rigour 
(East 1995). As Woolfe (1996) points out, the development of counselling 
psychology partly derives from “the failure of counsellors to evaluate their 
practice” (p. 9). Indeed, there is a growing endorsement of the scientist- 
practitioner model within the profession of counselling psychology. This is 
reflected in the importance attached to training in qualitative research 
methods in the curricula of counselling psychology courses that are being 
developed. As such, more and more counselling psychologists are acquiring 
the appropriate research skills and knowledge which will enable them to 
investigate psychotherapeutic outcome. Therefore, it is suggested that they 
are in an ideal position to provide the necessary scientific evidence and are 
key to the development of the integration of psychotherapeutic treatment 
within the primary care setting.
Further, it is probably safe to assume that there is a wide range of difficulties 
presented in the context of the GPs surgery as it is usually the first port of call 
for individuals experiencing health problems. Given this, it is proposed that 
counselling psychologists who draw on different therapeutic approaches while 
believing in an interactive model of therapy (Woolfe, 1996) are well suited for 
employment in the general practice setting. An additional advantage of 
employing counselling psychologists is that they have the potential to provide 
an educative and consultative function that may be particularly useful in the 
general practice.
Conclusion
This report has attempted to address some of the issues arising in this rapidly 
expanding area of counselling and therapy in primary care. Due to the
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limitations of space and time it is by no means an exhaustive piece of work. 
However, this paper has highlighted some of the important considerations 
that need to be focused on so that the professional employed to use 
therapeutic interventions may best serve the general practice and thus help 
to facilitate the promotion of a better quality of care for the practice as a 
whole. Furthermore, it has been suggested that due to their training 
counselling psychologists are particularly suited to achieve this as they are 
qualified to function in a variety of roles essential to the further development 
and integration of therapeutic practice within the context of a primary care 
setting.
50
References
Comey, R. and Jenkins, R. (1993) Counselling in general practice. London; 
Routledge
Department of Health (1991) The patient’s charter. London: HMSO 
East, P. (1995) Counselling in primary care. London: Open University Press 
Hoag, L. (1992) Psychotherapy in general practice surgery: Working with and 
without a secure therapeutic frame, British Journal of Psychotherapy, 8 
(4) pp 417-29
Ironside, K. (1997) The GP surgery - an arena for caring or collusion?. 
Counselling Psychology Review, 12 (1) pp 39-42 
Jones, H., Murphy, A., Neaman, G., Tollemache, R. and Vasserman, D.
(1994) Psychotherapy and counselling in a GP practice: Making use of 
the setting, British Joumal of Psychotherapy, 10 (4) pp 543-51 
Lees, J. (1997) An approach to counselling in GP surgeries, Psychodynamic 
Counselling, 3 (1) pp 33-48 
NHS Management Executive (1990) Nursing in the community. London North 
West Thames Regional Health Authority 
Papadopoulos, L. & Bor, R. (1995) Counselling psychology in primary health 
care: A review, Counselling Psychology Quarterly S (4) pp 291-303 
Secretaries of State for Social Services, Wales, Northern Ireland and
Scotland (1987) Promoting better health. Cmnd. 249. London: HMSO 
Secretaries of State for Social Services, Wales, Northern Ireland and 
Scotland (1989) Working for patients. London: HMSO 
Sheppard, J. (1993) The clinical task. In M. Pringle (ed). Change and 
teamwork in primary care. London: BMJ Publishing Group 
Woolfe, R. (1996) The nature of counselling psychology. In R. Woolfe and W. 
Dryden (eds), Handbook of counselling psychology. London: Sage
51
Family concerns: Issues In family therapy and 
the Implications for counselling psychology
52
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the implications for counselling psychology
introduction
Contrary to the perceptions of some (Lewis and Bor, 1998) chartered 
counselling psychologists are trained to work psychotherapeutically with a 
wide variety of clients who present with diverse psychological difficulties and 
disorders. They work in a broad range of settings including primary care, 
community mental health teams, social services, clinical psychology 
departments, employee assistance programmes, student counselling and 
private practice (Wilkinson and Campbell, 1997). This description of the 
profession highlights the importance of not only being able to work with the 
individual client but also emphasises the need to understand and work with 
people together whether this is with groups, families or organisations. Indeed 
Clarkson (1998) has defined counselling psychology as “the professional 
application of the integration of psychological research and supervised 
practice in the amelioration of distress and the improvement of quality of life 
for individuals, groups, families and organisations within the relevant historical 
and cultural contexts”(pxv - italics added).
Despite this, the one-to-one practice paradigm is the one utilized by most 
counselling psychologists. This is not surprising considering that this is the 
main focus in training programmes where most of the literature concerns 
interventions with the individual client. In this paper, it will be suggested that 
there needs to be a better understanding of the concepts and approaches 
carried out by those who work on different levels, other than the individual, in 
order that counselling psychology can more completely fulfill the criteria 
above.
In this paper, the family systems approaches will be used as the main vehicle 
to discuss and address the pertinent issues. However, it should be pointed
53
out that there are other relevant disciplines that could also be included, such 
as group therapy and organisational psychology. Nonetheless, family systems 
therapy has been chosen as it is a complex and developing field and includes 
many approaches to understanding and working, not only with families but 
individuals and agencies as well. While it will be impossible to examine all the 
issues involved, the main points will be highlighted and suggestions for 
further reading will be given.
Family Therapy: A brief history
The ancestry of family therapy, like most, if not all psychotherapy 
approaches, can be traced back to Freud. While Freud chose to focus on 
helping the neurotic individual with their symptomatic behaviour through the 
resolution of their intrapsychic conflicts he did acknowledge in theory, the 
powerful impact of family conflict and alliances (e.g. the Oedipus conflict) 
(Freud, 1900, 1905, 1916/17) on the development of such symptoms 
(Goldenberg and Goldenberg, 1995). However, the conception and 
development of family therapy, both in Britain and the USA only gained a 
footing in the 1950s.
Many of the early pioneers of family therapy were psychoanalysts who 
became dissatisfied with the slow progress of their patients and/or frustrated 
by the patriarchy of the predominant psychoanalytic school. This resulted in a 
dramatic shift by some practitioners to conceptualise human problems within 
a family frame of reference (McFadyen, 1997). The transition to a new 
paradigm, according to Kuhn (1962), results in a new set of experimental and 
theoretical techniques. The new perspective of family therapy saw the family 
as the locus of the problem which, in turn, stimulated a series of family 
focused methods for collecting data, understanding functioning and initiating 
therapeutic interventions (Goldenberg and Goldenberg, 1995).
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Family Therapy Models: The first generation
Family therapists, like others who practice psychotherapy are a 
heterogeneous group of individuals. There are many different models that 
have been used within the field over the last 30 years. Some of the earlier 
key approaches that have had a major influence in Britain included Strategic 
and Structural approaches as well as the Systemic ‘Milan’ approach. For the 
purposes of this paper no attempt to describe the different models in detail is 
necessary (for an overview of the major models of family therapy, see Bitter 
and Corey, 1996; Goldenberg and Goldenberg, 1996).
The one central principle agreed upon by family therapy practitioners, 
regardless of their particular approach, is that the client is connected to living 
systems and when change occurs in one part of the system there will be 
some kind of an effect on all the other parts (Bitter and Corey, 1996). The 
differences between family therapy models emerges at the stage of problem 
resolution. They differ in relation to the target of change, the therapist’s goal 
and the part the therapist plays in achieving change (Burnham, 1986).
Both the Structural and the Strategic models of family therapy readily 
acknowledge that the therapist takes an active role in seeking to influence 
change in family systems. This position has often attracted the criticism that 
family therapies are manipulative and that there is the potential for the misuse 
of power and control. Further, criticism has stemmed from the refusal, 
especially by strategic therapists, to address insight and even understanding 
of family processes without which the interventions used can easily fall into 
“the ends justify the means” (Bitter and Corey, 1996, p.404). There has also 
been evidence of some family therapy interventions sustaining sexism 
(Luepnitz, 1988) and anti-lesbian and gay prejudice (Bor et al, 1996) within 
the family. Feminists have noted that the family therapists of the 1970s and 
early 1980s would often join with the father in the family structure thus 
reinforcing the patriarchy and male authority in the system (Avis, 1986; 
Luepnitz, 1988).
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These earlier models of family therapy were grounded in modernist 
assumptions which are concerned with knowledge being embedded in 
absolute truth. They were each concerned with the belief that there is 
something essential about a system (which is e)qDressed in processes, 
structures or rules) and when discovered it will reveal the universal principles 
that explain all behaviour in that system. Such models were based on 
descriptions of family interaction and on the whole ignored what family 
members said about themselves and others.
The influence of postmodernist thinking
More recent family therapy practices have tried to put ‘meaning’ back on the 
agenda. These approaches can be identified with postmodern constructivist 
thinking which centres around the belief that reality is based on the use of 
language and is largely a function of the situations in which people live (Bitter 
and Corey, 1996). The emergence of social constructivism (Gergen, 1985) 
with its focus on social interaction has lead to a shift in family therapy (as well 
as individual psychotherapy). Perspectives have become enlarged to include 
issues of gender, race, culture, developmental processes, as well as the 
impact of illness (both mental and physical) as important considerations in 
understanding how individuals and families construct their lives (Bitter and 
Corey, 1996; Gorrell Barnes and Cooklin, 1994).
The move away from the directive, modernist position of early family therapy 
models was an attempt to address issues of power and control implicit in the 
social organisation which separated families with their problems from 
therapists with their ‘real’ knowledge and solutions. The post modernist 
critique has lead to many family therapists adopting a more pluralistic 
position. In practice this is carried out through therapeutic conversations in 
which the therapist participates from a position of ‘not knowing’. This does not 
mean that the therapist disregards all the knowledge and experience they 
have gained (which some would argue would be impossible anyway) but 
rather they enter the conversation in ‘curiosity’ (McFayden, 1997).
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In the light of social constructivism the therapist takes on a role that is more 
collaborative rather than the ‘all knowing’ one (i.e. expert). Assessment and 
technique take second place to empathy and therapeutic process. 
Furthermore, narratives and ‘restorying’ or ‘re-authoring’ (see Andersen, 
1992; Anderson and Goolishian, 1992; Epston et al, 1992) take centre stage 
in understanding families and assisting them to establish the change that they 
desire. It should be noted that the Milan approach, with its multi-therapist 
design (Palazzoli et al, 1980), is often considered to be a bridge between 
modern and postmodern approaches as it extended strategic thinking by 
advocating the exploration of family history and the meanings attached to the 
problems that families develop (Nichols and Schwartz, 1995).
The change that has occurred over the past eight years, due to the impact of 
postmodernist and social constructivist ideas has also shown Itself in the 
emerging literature which explores the ‘personal’ interface of family therapy. 
Family therapy is now beginning to address such issues as intimacy, emotion, 
empathy, the therapist’s use of self, the therapist’s position in therapy and 
other issues surrounding the therapeutic relationship (Flaskas, 1997). As a 
result of these developments family therapists are becoming more respectful 
of, and more interested in the individual in family therapy. Moreover there 
appears to be a growing acceptance and integration of psychodynamic 
concepts such as unconscious communication (McFayden, 1997).
Overall family therapy is moving toward integration, not only integrating 
models within the discipline itself but also drawing on concepts within 
psychology and individual psychotherapy. There appears to be a growing 
realisation that rigidly adhering to a theoretical orientation is likely to lead to a 
loss of reflexivity and limit therapeutic effectiveness (Hanna and Brown,
1995). As Pocock (1997) has stated, “a non-reflexive use of theory is likely to 
lead to misunderstandings - the therapist can only see what the theory 
allows” (p. 295). He therefore advocates using theory lightly’ within family 
therapy.
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Working systemicaiiy: A personal account
During a training placement I have had the (unusual but welcomed) 
opportunity to be involved in a family therapy team. The approach embraced 
many of the ideas that have come out of the postmodernist and social 
constructivist critiques which were briefly outlined above. The model is an 
integration of methods and uses a multi-therapist design. In this model, one 
therapist sits in with the family and the other therapists form the consulting or 
reflecting team (see Andersen 1992) who sit behind a one way screen. This 
approach attempts to maintain a neutrality of allegiance to individual family 
members and also acts to maintain curiosity'. This is facilitated through the 
continuous evaluating and hypothesizing that takes place within the reflecting 
team and communications with the primary therapist, who sits in with the 
family.
On this placement the reflecting team was comprised of four therapists: a 
clinical psychologist, a psychoanalytic psychotherapist, a consultant family 
therapist and myself (a counselling psychologist in training). The team viewed 
this mix as a strength, with the differing orientations of the individual team 
members allowing a variety of perspectives which enhance the team's ability 
to be reflexive. Theory is held ‘lightly’ and there is no ‘blueprint’ for how an 
ideal family should function. The role of the team is to assist the family in 
constructing the change they desire. It is important that the team is aware of 
the limitations of the approach and are attentive to the need of some member 
or members of the family requiring further assistance in the form of individual 
psychotherapy. Where this is required, such individual therapy is kept 
separate from the family therapy by the allocation of the individual to a 
therapist who is not involved in the family therapy team.
Looking beyond the one-to-one paradigm
It is clear that there are many areas of therapy where the demand on the 
therapist exceeds the possibilities of the one-to-one practice paradigm 
(Clarkson, 1998). These include: working with those who are bereaved (due
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to bereavement being a family event which often plays an important part in 
family development); the terminally ill and their carers (as relationships can 
change under the stress of dying); those who are chronically ill, disabled or 
suffer from psychiatric disorders (as the work may require renegotiation of 
current expected roles within the family); as well as others such as HIV 
counselling.
Examples such as these illustrate where family therapy, which can be seen 
not only as a ‘treatment’, whereby a therapist works with members of a family 
to help them facilitate change but also as a way of conceptualising human 
behaviour and as such can be applied to the family or to other contexts in 
which people live and work (Gorrell Barnes and Cooklin, 1994). Indeed, the 
organisational settings (e.g. work, educational and medical settings etc.) in 
which we and our clients spend much of our time necessitates an 
understanding of the impact of such systems (Refer to Fig. 1 below).
Patient Supervisor
institution/organisation Therapist
Figure 1. illustrates the connections and potential influences that are involved 
in most therapist-client contacts. It should be noted that from each corner of 
the rectangle it is possible to visualize the other ‘rectangles of systems’ 
involved (i.e. the patient’s family, friends and work).
By applying these concepts to the traditional therapist working within an 
individual paradigm in the primary care setting of a GP practice, it may help to 
provide a more concrete example of the need to consider the system(s)
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involved. When the patient is referred in this sœnario there are several 
factors or systemic forces that influence, and are influenced by, the therapist- 
patient relationship and these need to be taken account of. These include; 
the medical practice as a whole, the practice staff, other patients, families and 
the community, as well as the supervisory relationship. Through an 
awareness and understanding of these mutually influencing relations it may 
be possible to address common difficulties that threaten therapeutic benefits 
such as; competitiveness, unrealistic expectations and poor communication 
(see Karpas, 1997), both within the practice team as well as between the 
patients and staff. This could be achieved by intervening in a therapeutic 
and/or educational manner so that the influences are creative rather than 
destructive.
Implications for Counselling Psychology
It is apparent that consumer demand has begun, and will continue to push for 
psychotherapeutic practitioners to work not only on an individual level but 
also a collective one, or at least there will be the expectation that they are 
able to consider systemic pressures from an informed perspective. This has 
enormous implications for training and research, especially within counselling 
psychology. Already some counselling psychology training courses involve a 
basic grounding in 3 or 4 (individual) psychotherapy models, interspersed with 
‘tastes’ of other approaches. Introducing a further model that could be 
integrated comprehensively would require careful consideration.
The danger apparent is that of producing practitioners who are ‘jacks of all 
trades and masters of none’, with an eclectic tool bag that may be jumbled 
and disorganised containing ill fitting tools. While being cognisant of this 
potential, counselling psychologists are scientific practitioners and as such 
should be reflective practitioners. This reflectivity, it is suggested would allow 
systemic concepts at least, if not methods, to be successfully incorporated 
into the thinking and practice of the professional counselling psychologist.
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Casement (1985) considers that one of the most important aspects of 
working psychotherapeutically is the formation of the internal supervisor. It is 
suggested that the ability to view things systemicaiiy and to work in a 
reflective manner would enhance the development of the internal supervisor. 
Indeed, working with the family therapy team has provided me with the 
opportunity to begin to understand the complex nature of systems and 
working with families. It has also allowed me to experience the effectiveness 
(and difficulties) of collaborating as well as reinforcing the need to be 
reflective on all levels. Further it has helped me to develop my thinking about 
the impact of systemic forces and the environment in which the therapy takes 
place.
Conclusion
This report has highlighted some of the recent developments in family therapy 
and attempted to address some of the pertinent issues and implications for 
counselling psychology. The recent shift in family therapy in line with 
postmodern constructivist thinking, has begun to loosen the boundaries 
among the various orientations within the field and between family therapy 
and other therapies. It is suggested that this process has something to offer 
all those who work psychotherapeutically. Indeed, the importance given to 
reflectivity and integration within the field of family therapy are also crucial 
aspects in the discipline of counselling psychology. However, there appears 
to be a distinct lack of their application concerning systemic concepts and 
approaches, especially as the practice of counselling psychology has tended 
to focus on the individual.
If counselling psychologists are to meet the demands of the diverse problems 
and settings they may encounter once employed they need to pay attention to 
the fact that all clients are part of a system or systems. Only by including this 
focus can we be sure that we are maximising our ability to provide 
interventions that are ethical, appropriate and feasible (both within the 
contexts in which we and our clients live and work).
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Therapeutic Practice Dossier
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introduction
The Therapeutic Practice Dossier is related to work carried out during the 
three years of clinical placements. It contains a description of each of the 
placements as well as a paper which discusses the integration of theory, 
research and practice from a personal perspective.
Further details of the client studies, process reports, placement logbooks and 
supervisors’ reports pertaining to this dossier are available to the examiners 
in a separate, confidential appendix. Due to the confidential nature of the 
material contained within it this appendix is not available for public access.
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Description of clinical placements
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Year One Placement: Primary Care Services
My first year placement was within Primary Care Services in an inner London 
area. This service provided primary health care to the local communities 
which was delivered in GP practices. The client group served by the primary 
care service comprised of adults aged between 17 and 70.
The professionals involved in the primary care service included clinical 
psychologists, counselling psychologists, psychotherapists and counsellors 
with differing specialities and theoretical orientations. Each of the primary 
care service members were attached to one or more of the local GP practices 
where they received individual referrals from the GPs.
Supervision was offered on an individual and weekly basis. Within 
supervision an emphasis was placed on the development of psychodynamic 
concepts, interventions and techniques.
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Year Two Placement: Psychotherapy
Department
My second year placement was within a Psychotherapy unit which was based 
in the Department of Psychiatry of a north east Surrey hospital. This service 
provided adult mental health care for the local community and the client group 
served by the unit included adults aged 17 to 70. Within the Psychotherapy 
unit the orientation taken was psychoanalytic psychotherapy.
The department consisted of a Consultant Psychotherapist, an Adult 
Psychotherapist, and a Consultant Family Therapist. Therapeutic provisions 
consisted of psychodynamic interventions, weekly psychoanalytic therapy and 
group psychotherapy. In addition, some of the department members were 
involved in the provision of family therapy. The Family Therapy Clinic based 
within the Psychotherapy unit offered a service to families where one or more 
family members were experiencing emotional or psychological difficulties. 
However, where it was a child or young person who was having significant 
difficulties, the family was referred on to Child and Adolescent Services. 
Referrals for both the psychotherapy and family therapy services were 
received from the Department of Psychiatry, Social Services and GPs.
A variety of supervision experiences were afforded on this placement. 
Individual, weekly supervision placed emphasis on the development of 
psychoanalytic concepts, interventions and techniques, in line with second 
year training requirements. There was a weekly, closed-group supervision 
which was facilitated by the Consultant Psychotherapist. The members of this 
group included two Psychodynamic Counsellors and a trainee Psychiatrist. In 
addition, another group supervision was provided which was open to all the 
health care professionals who worked within the hospital. This group was 
also facilitated by the Consultant psychotherapist and those who attended 
included Art Therapists, CPNs, Occupational Therapists as well as others.
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Year Three Placement: Community Mental 
Health Team and Primary Care Services
My third year placement was within a Community Mental Health Team 
(CMHT) in the north east of Surrey. This service provided adult mental health 
care for the local community which was delivered either at the CMHT base, 
local GP surgeries, the catchment psychiatric hospital or in clients' homes. 
The client group served by the CMHT included adults between the ages of 17 
and 70. This client group presented with a wide variety of mental health 
problems ranging from mild to severe and chronic.
The team was comprised of Community Psychiatric Nurses (CPNs), Social 
Workers (SWs), Intensive Outreach Workers (lOWs) and Occupational 
Therapists (OTs). There were two Psychiatrists and one House Officer who 
were responsible for referrals to the team from the Department of Psychiatry 
at the catchment psychiatric hospital. There was also one Counselling 
Psychologist and a Consultant Clinical Psychologist. The team received the 
majority of their referrals from GPs.
The team had weekly clinical, business and referral allocation meetings. The 
activities of this multidisciplinary team also included care plan programmes, 
emergency duty rota as well as individual and group therapeutic work.
Although supervision placed emphasis on cognitive-behavioural concepts and 
techniques, there was also a focus on selecting and developing appropriate 
interventions from other orientations (particularly psychodynamic models) in 
line with clients’ needs.
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Counselling psychology and the Integration of 
theory, research and practice: A personal 
account
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Counselling psychology and the integration of 
theory, research and practice: A personal 
account
Overview
The main purpose of this essay is to address the notion of integrating theory, 
research and practice which lies at the heart of counselling psychology and 
do so specifically using a selection of my work to explore and critically reflect 
on my personal struggles and dilemmas of integration. Therefore, this paper 
will begin by defining and contextualising my understanding of the discipline 
of counselling psychology. In doing so, it will outline my experiences of 
integrative training, thus highlighting some of the sources that have 
contributed to my own interactive model of practice. Before drawing on my 
own work with clients, I will contextualise my personal account of the process 
of integration by making explicit specific terms and concepts which I think are 
critical to an understanding of this process.
introduction
Those who practice counselling psychology may draw on a variety of different 
therapy models but as a discipline it is the rejection of the medical model, the 
emphasis on seeking to understand the subjective experiences of individual 
clients in order to facilitate personal growth as well as the belief in an 
interactive model of therapy which “holds this eclecticism together” (Woolfe, 
1996, p. 7). In outlining the major sources from which counselling psychology 
has been derived Woolfe (1996) has defined it in terms of its knowledge 
base, professional practices, philosophical orientations and value systems. 
Furthermore, it is influenced and characterised both by research grounded in 
humanistic and phenomenological traditions, and by the existing practice of 
counselling and psychotherapy (Strawbridge and Woolfe, 1996).
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Drawing on this, counselling psychology can be seen to be very concerned 
with trying to gain an understanding of the experiential world of people 
through activities (both in practice and in research endeavours) which 
respects the uniqueness of individuals and their meaning making processes. 
In particular, the therapeutic relationship is considered central to facilitating 
change. In fact, research has shown that the relationship between therapist 
and client is one of the most influential elements in the outcome of 
psychotherapeutic practice, irrespective of orientation (Frank, 1979; Horvarth 
and Symonds, 1991; Lambert, 1992).
The way in which I work, although on one level unique to me, has developed 
from a variety of sources. Therefore, it is essential to acknowledge that my 
model of working (which is ever evolving) is not only a product of peer 
supervision and discussion but has undoubtedly been influenced by the 
structure of the course. In many ways it is a reflection of the course team's 
conception of integration. Therefore, I feel that it is important to discuss the 
model of training I have undertaken and my experience of it.
The experience of integrative training
Clarkson (1997) states that there are primarily two divergent models of 
integrative training. The first approach involves integration from the beginning 
of training. This proposes that trainees are better able to learn through the 
development of the necessary skills of “intellectual questioning and tolerance 
for other approaches at an early stage” (p39). The second model maintains 
that “integrative capacities develop from maturity and experience and will be 
stronger if based on the solid foundations of a singular approach” (p40) and 
thus puts forward a model of integration after a training in one or more ‘pure’ 
forms.
Thus far, I perceive my experiences of training as involving a combination of 
both approaches. From one perspective, I think that the importance of 
integration has been promoted from the very start and this has been reflected
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in my research projects, academic work and in my practice with clients in that 
I have been a consumer of relevant literature. In terms of my training on 
placement, I think that my experience has reflected more the second model 
discussed above. In particular, during my first and a substantial portion of my 
second year placement I was expected to, and predominately did, work within 
a psychodynamic framework (e.g. Winnicott, 1965; Klein, 1980). However, 
during my second year 1 was also fortunate enough to have the experience of 
working sytemically with families (e.g. Burnham, 1986; Anderson, 1992; 
Hanna, 1995). Nonetheless, I found that the experiences of these two 
approaches were very much separate, almost parallel learning experiences. 
This, I think, was partly due to my lack of confidence as a practitioner which 
impeded a mutual informing process to occur. Indeed, it was not until later 
that I was able to begin to reflect on my practice in a more integrative 
manner, something that will be elaborated on when I discuss my personal 
conceptualisations and account of the process of integration.
I believe that the combination of these two modes of training is an advantage 
because as a developing practitioner I am striving towards attaining the ability 
to ‘tailor-make’ a coherent form of therapy for each individual client. In order 
to do this one needs to be relatively fluent in the basic languages, concepts 
and techniques of each model. This, for me, has been derived through having 
‘pure’ foundations and solid experiences of each approach. Furthermore, it 
provided me early on, with an essential sense of security and gave me 
something to hold on’ to. Later on, as I have gained experience it has 
allowed me to be more confident and informed about the limitations I began to 
discover within each orientation. At the same time, the early promotion of 
integration, experienced much more in the other areas of my training, have 
not only helped me to develop the skills of reflective practice but also 
facilitated an informed critical appraisal of each approach in my endeavour to 
refine my own practice.
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At this stage I feel that it is important to make explicit my own interpretations 
and definitions of such terms as scientist-practitioner, internal supervision and 
reflective practice as it may help in clarifying my personal conceptions and 
account of the process of integration.
Definitions
The Scientist-Practitioner model
It is important to make clear that ‘science’, as referred to in the scientist- 
practitioner model and the meaning it has for counselling psychology, is not 
seen as solely equated with the modem positivist perspective. Indeed, the 
interpretation of the nature of science is broader within the discipline of 
counselling psychology as it is essentially perceived more from a 
phenomenological stand point.
The fundamental idea of the scientist-practitioner model involves the 
professional continuously engaging in the process of researching their work 
(Woolfe, 1996). This process occurs on both a micro and macro level. On a 
macro level, it contains the idea that counselling psychologists produce 
formal (empirical) research about effective intervention strategies, the 
influences of both client and therapist variables on therapeutic processes and 
outcomes as well as the effects of such factors as differing practice contexts. 
Indeed, the experience of working within a primary care setting within my first 
year placement determined the topic I chose to investigate for both my 
second and third year research projects (i.e. examining some of the factors 
involved in working psychotherapeutically within general practice).
By producing formal research a base for practice is provided and knowledge 
is generated for debate. However, on this level the counselling psychologist is 
also operating as a consumer of research by drawing on the formal and 
informal theories and published research to inform their practice. As 
Wilkinson (1997) points out, it is important to keep in mind that when the 
professional is drawing on the knowledge base from (for example)
74
mainstream psychological research and literature there needs to be 
consideration of the potential methodological and philosophical problems this 
may cause. In particular, academic psychology which is often concerned with 
the general principles underlying normal human behaviour pays little 
consideration to the subjective experiences of individuals, something which 
counselling psychology is very much concerned with (Wilkinson, 1997). 
Therefore, using mainstream literature to inform practice needs to be done 
sensitively never loosing sight that understanding the client’s unique reality 
and construal of life experiences is the paramount pursuit of counselling 
psychology practice.
The scientist-practitioner model also operates on a micro level, in that 
scientific principles guide the way in which the practitioner actually works with 
a client. As Wilkinson (1997) suggests, this is about the way in which we, as 
counselling psychologists, gather information about a client’s problem, 
formulate our explanatory hypotheses about its origins and then use this 
information to formulate predictive hypotheses about the possible outcomes 
of different therapeutic interventions. To do this we are drawing on our own 
experience of being with that particular client (i.e. the way in which they relate 
and the countertransferential feelings engendered within the dynamic of the 
relationship). We also consider the formal and informal research and theories 
we have consumed as well as our own insights and knowledge gained from 
our past experiences of practice, supervision and being a client. This 
information then helps us to formulate hypotheses and decide on which 
interventions should be implemented. The cogency of these interventions is 
borne out by the success or failure of the treatment (Wilkinson, 1997).
As outlined above, the scientist-practitioner model is the overarching 
framework which guides the work of the counselling psychologist. Integral to 
the workings of this model, as I perceive it, are internal supervision and 
reflectivity.
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Internal supervision and reflective practice
I have found Casement’s (1985) work concerning the concept and processes 
of the internal supervisor very useful in thinking about my own work and 
development as a counselling psychologist. For Casement, internal 
supervision involves the ability for the therapist to ‘be’ with the client (i.e. 
remain close to what the client is experiencing) and at the same time maintain 
a distance to observe and function as a therapist, tn discussing the 
development of the internal supervisor, Casement suggests that novice 
therapists will rely quite heavily on the advice and comments of their 
supervisor. However, through further experience, they not only are able to 
use this “borrowed thinking” from their “internalised supervisor” but begin to 
develop alongside this their own capacity for spontaneous reflection. This 
involves the creation of a mental space (or “island of intellectual 
contemplation”) in which the internal supervisor can begin to function (p.32).
This concept is pertinent to (and demonstrates well) the practice of 
counselling psychologists who work as scientist-practitioners. We too have to 
attempt this balance of being’ with the client within the therapeutic 
relationship whilst at the same time use the information of how the client is 
being’ with us to begin the process of forming explanatory and predictive 
hypotheses. This process is then continued as we draw on our knowledge 
base (made up of understanding of different theories, research, experiences 
within our own therapy and supervision etc.) to decide on how to intervene. 
This process, as I see it, is driven by the ability to be reflective. Reflectivity is 
what fuels this operation and without it ones capacity to facilitate change is 
limited. However, reflectivity is a skill and as with any other skill it takes time 
and practice to develop it.
My personal account of integration
On re-reading my Client Studies and Processes Reports over my 3 years of 
training I have noticed how my integrative processes have developed due to 
an increasing ability to be reflective. I can remember how, at the beginning of
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training, my own insecurities and anxieties as a novice practitioner tended to 
omnipotently rule my reflective processes. For example, if a client dropped 
out of therapy early my immediate thoughts would centre around the causes 
of this being due to my lack of ability as a therapist, rather than being related 
to the psychological difficulties s/he were experiencing. Although my inability 
may have been a factor (and sometimes now when clients discontinue 
therapy or miss sessions it still may be) I am also able to consider the other 
aspects that may be involved.
During my second year, whilst working purely within a psychoanalytic 
framework, my reflective processes (concerning clients’ missed sessions) 
went to the other extreme to the one described above. My thinking on why 
the client may have cancelled a session almost exclusively revolved around 
their internal conflicts. Such explanatory hypotheses often included thoughts 
about the client’s missed sessions as being a reflection of, for example, their 
ambivalence about wanting to change or address painful feelings, defence 
mechanisms ‘in action’ and their subconscious punishment of me as the 
‘good’ or the bad’ object (see Klein, 1980).
Furthermore, I attributed much of what went on in the therapeutic relationship 
to transference-countertransference issues which originated from the client’s 
dynamics in which I became involved. Whilst this sometimes seemed to be 
justified I paid much less attention to my role within the dynamic, the reality’ 
of the client’s life situation (i.e. on a socio-economic or cultural level and the 
effects of medical conditions and treatments etc.) and context issues. This 
may be partly due to relying heavily on the ‘borrowed thinking’ of my 
supervisor (what Casement, 1985, refers to as the ‘internalised supervisor’). 
Thus, my reflectivity skills, although operating, were almost exclusively doing 
so within the domain of the client’s internal conflicts. A specific example of 
this comes from a piece of work I did with a client in my second year which 
was written up as part of a client study.
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During the critical appraisal section of this study, I discuss the importance for 
this (black, single parent) client to “re-work” her feelings of despair, 
persecution, anger, guilt and loss “so that the ‘good and bad' can begin to be 
integrated within her self rather than her current state of feeling that she is full 
of the bad object”. However, in retrospect what I appear to have overlooked 
are certain factors pertaining to her socio-cultural and economic situation. 
Although these were issues she did not herself bring up in the sessions, I 
realise now that they warranted consideration (at least as part of my own 
reflective exercise). As Strawbridge and Woolfe (1996) suggest, 
psychotherapeutic practice does not exist in a cultural vacuum.
It may be that this client’s difficult feelings (i.e. of despair, persecution and 
anger) and low self concept not only stemmed from her internal conflicts but 
were also, in part, derived from experiences of interacting with society at 
large which can be prejudiced and persecutory. Thus, without addressing 
these aspects the potential for facilitating change and enhancing 
empowerment may well have been significantly reduced. Moreover, this 
client, several weeks after I wrote the paper chose to terminate therapy early. 
I remember contemplating this at the time and hypothesising that her 
departure reflected her anxieties about facing certain ‘primitive’ feelings and 
her perception of my lack of empathy concerning their powerful and 
potentially destructive impact. On some levels this may have been fairly 
accurate. However, this lack of understanding may in fact have been 
experienced by her as more extensive in that it also encompassed my neglect 
of her particular value systems derived from interacting in a prejudiced world.
In discussing this example, I am struck by the way in which my 
psychoanalytic ‘lenses’ prevented me from reflecting on my own personal 
experiences of the impact of societal pressures and cultural differences. Not 
only do I come from a mixed cultural background but I have been made 
aware (through experiences in a previous work situation) of some of the
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effects of cultural misunderstanding due to the differing value systems of 
different people.
The practice of counselling psychology should be guided by the ethical 
principles of autonomy, beneficence, non-maleficence, justice and fidelity 
while working with clients in the therapeutic relationship (Shiflito-Clarke,
1996). Nonetheless, it needs to be remembered that at the root of these 
principles are value systems which are “built up by the individual through 
cultural socialization processes and experience, mediated by history and 
environment” (Shillito-Clarke, 1996) (p.559). Indeed, while working 
psychoanalytically there appears to be a time when adopting a ‘pure’ focus 
inhibited my ability to not only consider these mediating factors but also draw 
on my wider knowledge base and experiences. As a result, I feel that my 
consideration of potential ethical implications was limited.
In relation to this, I see my own (continuing) therapy as having a major 
influence on my development as a reflective practitioner. It has helped me to 
be aware of my own material so that within practice I am more able to 
‘bracket’ it and thus minimize the potential for it to intrude upon the 
therapeutic relationship. Furthermore, it has also given me the invaluable 
experience of being a client. This in turn, has increased my understanding of 
the potential power imbalances and inequalities that could so easily be set up 
when one person is perceived as experienced in helping and the other is in 
need of help
Due to my increasing awareness and my reflections on the limitations of 
working purely’ psychoanalytically I decided, at the beginning of my third year 
placement, to pay more attention to facilitating a relationship of equality. In 
fact, I have found that working within an overall (but not exclusive) cognitive 
behavioural framework (Beck et al, 1979; Beck, 1991; Hawton et al, 1989) 
has allowed me more scope to do this. However, this has not been an easy 
process. Throughout my first and second year therapeutic placements my
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understanding of the importance of the therapeutic relationship developed. As 
my experiences of working with different clients increased, I also became 
more aware of and better able to work with the different types of therapeutic 
relationship (see Clarkson, 1995 for a discussion of the different levels or 
types of therapeutic relationship). Nonetheless, in my struggle to ‘learn’ a new 
approach at the beginning of the third year (i.e. CBT) the significance of the 
therapeutic relationship faded into the background for a while. It was 
considered only in terms of enhancing collaboration so that the ‘real’ work of 
therapy could be done (i.e. through the implementation of cognitive 
behavioural strategies and techniques).
I soon realised though, that this one dimensional version of the therapeutic 
relationship was not enough as there were many clients who needed more 
then a working alliance type of relationship. The information I gathered in 
assessments and the evidence from the way they related in later sessions 
often suggested that they would benefit from a reparative/developmentally 
needed relationship, a transferential/countertransferential relationship and/or 
a person-to-person relationship (see Clarkson, 1995). Therefore, I took my 
struggles and dilemmas concerning integrating the other kinds of therapeutic 
relationship to supervision and to my peers, many of whom were grappling 
with similar difficulties. Indeed, I have found that the experience of being able 
to reflect with my fellow trainees has been very useful and afforded a unique 
contribution to the development of my reflective practice.
These discussions along with my reading of recent CBT developments 
(Safran, 1990; Safran and Segal, 1990; Young, 1994; Wills and Sanders,
1997) were extremely meaningful and provided me with the space to reflect 
on what integration really meant. I began to truly recognise that each client 
needed a coherently ‘tailor-made’ form of therapy. I also reflected on the skills 
and experiences I had accumulated and my developing knowledge base. My 
increasing confidence as a practitioner helped me to accept that I did not 
need to adhere rigidly to one approach or another. I began to view my clients
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and their difficulties more holistically and allowed myself to draw on systemic 
concepts and my experiences of working within the family therapy team. 
Thus, I began to reflect on my experiences and start practicing more 
integratively. In particular, my broadening intervention and assessment skills 
allowed me to consider a wider base of issues. This involved developing 
ways of working therapeutically which comply with the requirements (and/or 
the restrictions) of the context while being flexible enough to meet the needs 
of individual clients. Moreover, my increasing knowledge base has also 
helped me to develop my thinking processes so, for example, I can draw on 
my understanding and experiences of psychodynamic therapy to inform and 
assist me practice within an overall cognitive behavioural structure.
In relation to this, I have now found that working within the framework of the 
CBT approach has provided me with an overall structure and space to 
integrate concepts and techniques from the other approaches. In addition, I 
have found that working with a 6 session model, within a GP practice this 
year, has put pressure on me to consolidate my experiences and work more 
‘scientifically’. I do not have the luxury to wait for clients’ material to emerge 
(as I did in the second year when I saw clients over the course of the whole 
year). Therefore, my assessments are much more structured and concise. 
This is not to say that I fire questions at them and ignore the importance of 
nurturing and developing a therapeutic relationship. However, I have found 
that I have to be much more active in collecting information about the client 
and their difficulties.
Moreover, I am more direct in clarifying the process of my work to clients. I 
will often explicitly state that they are the experts’ (on themselves) and my 
role is to guide and help them work through their particular difficulties. I will 
also actively encourage clients to negotiate the goals of therapy in that once I 
have formed my explanatory and predictive hypothesis I will often offer them 
as tentative interpretations. However, I will clearly state that this is my 
perception and invite them to feedback on it. Working collaboratively in this
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way has helped me to deal with the tension between the prescriptive nature 
of traditional CBT and the humanistic and phenomenological value systems 
which form the basis of counselling psychology practice. Furthermore, during 
the last session I will encourage them to evaluate the outcomes of the 
therapy. This may involve asking them to reflect on whether they feel that 
they have achieved the aims that were negotiated. This, along with the 
questionnaires 1 administer before and after the course of therapy, contributes 
to my own processes of evaluating my practice.
During my work this year I have also felt more comfortable about emphasising 
clients’ strengths, something I was not encouraged to do working 
psychoanalytically. Indeed, I see these developments in my practice as 
helping me to work towards facilitating therapeutic relationships which are 
more equal and balanced. I have noticed that my capacity to consider the 
impact of clients’ ‘real’ situations as well as their internal conflicts and 
negative thinking patterns has developed. In doing so, I have also been more 
creative in accommodating and working with these factors and this is 
demonstrated in my in my therapeutic work with Mrs. H.
Mrs. H is a forty year old, very successful business woman and mother of two 
children. She was referred to me by her general practitioner who requested 
cognitive therapy’ in order that her extreme feelings of anxiety could begin to 
be addressed. Although 1 was aware that cognitive approaches for the 
treatment of anxiety states have produced promising results (e.g. Clark et al, 
1988), I waited to gather information from the assessment session before 
adopting such an approach. During the assessment session, Mrs. H 
presented as an elegant, articulate but anxious woman who was 
overwhelmed by her current difficulties. However, she appeared to have 
mixed feelings about whether ‘understanding’ herself more (through the 
process of therapy) would help or hinder her.
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As I listened to her personal history the evidence suggested that Mrs. H's 
current distress appeared to be associated with a long-standing, self-induced 
pressure to succeed at everything arising out of early experiences which 
appeared to suggest that any positive attention, she received from her 
parents, seemed to be contingent upon her performance and success both 
academically and emotionally (i.e. behaving well and coping). However, Mrs. 
H stated that she felt that her current difficulties were related to work 
overload. Towards the end of the assessment session I decided that an 
overall cognitive behavioural framework would be most appropriate given 
Mrs. H's ambivalence around coming to therapy (due to her reticence to 
“analyse [her] past”) and the 6 session time limitation of the therapy (a 
directive from the GPs). Furthermore, the initial focus on thinking within CBT 
also appeared to match her rational and pragmatic nature. Nonetheless I 
hypothesised that ‘underlying’ issues would need to be addressed if the 
therapy were to be effective.
During my work with Mrs. H I explicitly acknowledged the many ‘real’ 
pressures due to her job and her lifestyle but at the same time tried to work 
with her to find a way in which she could meet her needs and thus reduce her 
anxiety. Therefore, when she announced that she would have to cancel a 
session due to work commitments I pointed out that, although this session 
would have to be counted as one of the 6 she had contracted for (as it was a 
directive from the GPs), the therapy space would still be here for her to use 
and invited her to call if she could not attend in person.
Reflecting on my recent work with clients 1 have realised that I am not only 
more flexible but I am better able to consider the different factors that have 
contributed to a client’s distress. This is demonstrated in the client study 
referred to above and in my most recent process report discussed below.
The client discussed in this process report is a 58 year old man who, after an 
incident at home nearly two years ago, sustained injuries to his spinal cord
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which resulted in tetraplegia. Due to his mobility problems I saw him at his 
home. This, in itself, has been a learning experience in being flexible and 
adapting to the context, as I have continuously had to re-negotiate the 
boundaries of therapy in relation to establishing and maintaining a private and 
confidential space.
Thinking back on this piece of work I can see how I was guided by the 
scientist-practitioner model both on a macro and micro level. In preparation 
for seeing this particular client, Mr. J, I referred to the formal research 
concerned with working psychotherapuetically with spinal cord injury clients. 
This suggested that adopting a cognitive-behavioural approach is useful in 
challenging the prevailing negative beliefs about disability (Kennedy, 1991). 
However, I feel that due to my increased confidence and ability to be 
reflective I was able to ‘hold’ this information ‘lightly’ (i.e. be aware of it but not 
be preoccupied by the need to ‘do CBT’) during our initial contact. This 
allowed me to ‘actively listen' to Mr. J’s unique needs. Therefore, from the 
information 1 gathered and through discussion in supervision it was felt that 
the OB approach was not appropriate for the client at this time.
Instead, I hypothesised that before the client could adjust to what has 
happened and build a different and fulfilling’ life again (a focus more suited to 
the more directive cognitive-behavioural approach) the work would need to 
revolve around identifying and grieving for what had been lost. Therefore, 
given that Mr. J’s concerns appeared to stem from the difficulty he was 
experiencing with expressing his feelings (which in turn appeared to have 
inhibited the mourning process) a more humanistic (person-centred) 
approach, informed by theories on loss and bereavement (e.g. Kubler-Ross, 
1969; Worden, 1983) would be more appropriate to draw on.
Although I seemed to be demonstrating my ability to be reflective on different 
levels, on re-reading this report I have noticed that there are incidents in the 
session in which I made some unhelpful interventions that kept the session
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‘stuck’. On reflection, what seemed to be occurring was that I was not 
managing the balance of being’ with Mr. J in the ‘here and now’ of the 
session. Instead, I appeared to be not only drawing too much on material 
from previous sessions but also I seemed to be leaning too heavily on the 
theories of loss and bereavement. However, later in the session I appeared to 
be able to rectify this and once again ‘actively listen’ to Mr. J (without 
labouring to be the expert therapist). In this session, it appeared that through 
the person-to-person relationship I seemed to communicate to the client that 
he had been really’ understood which acted to once again move the therapy 
along.
It should be noted that the therapy with this client is on going. Although I 
continue to make unhelpful interventions from time to time, paying closer 
attention to the way in which he relates within the therapeutic relationship has 
facilitated the process of the therapeutic work. Indeed, Mr. J now appears to 
be communicating his feelings to others in a way that feels safer and 
ultimately, it is hoped that, this will enable him to mourn his losses.
Conclusion
In this paper I have attempted to demonstrate the processes by which I have 
developed and come to perceive the integration of theory, research and 
practice. These process, as I see it, are guided by the scientist-practitioner 
framework, rely on my ability to nurture a therapeutic relationship which is 
conducive for change but also depend on my being able to draw on the 
knowledge (and experiences gained) of the different psychotherapy 
approaches as well as relevant research. I recognise that, due to time and 
space limitations, there are areas that 1 have not addressed fully such as 
issues pertaining to evaluation of practice and clinical governance.
1 hope, however that I have been able to show how my approach to practice 
has matured and has become more balanced. This, I believe, is due to my 
increased reflective abilities which draw on a continually widening resource
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base. However, I am not suggesting that as I am near the end of my training 
that I am now a fully confident practitioner. Indeed, in many ways I feel that I 
am just beginning. As Casement suggests: “At the time of qualifying, a more 
autonomous internal supervisor may be forming in the therapist: but I hope 
that there will never be a time when therapists cease from ‘becoming’ or 
imagine they have arrived’ (Casement, 1985, p33).
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Introduction
The Research Dossier contains three separate pieces of research which 
include a literature review and two pieces of empirical research using 
qualitative methods of analysis. It should be noted that the literature review 
stands alone and does not relate to the two empirical pieces of work. This is 
due to recognising that it would be very difficult to find and recruit participants 
who fulfilled the criteria in order for the topic to be further researched.
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The experience of difference: Psychological
implications of being “culturally different”
Abstract
This review explores the experience of being ‘culturally different’ drawing on 
theories of ethnic identity development, various components of ethnic 
identification and models of bi-Zmulti-cultural competence. Identity Process 
Theory {Breakwell, 1986; 1992) was also used to explore the potential 
consequences of ‘differentness’. Suggestions for those working 
therapeutically with clients who experience ‘differentness’ have also been 
made, as well as recommendations concerning the need for future 
investigation into this complex area of research.
Introduction
Britain is fast becoming a culturally heterogeneous society, and as such 
mental health care professionals are increasingly coming into contact with 
individuals from a diverse range and mixture of racial, cultural and ethnic 
groups. Most of the earlier research on acculturation have highlighted the 
negative consequences of participation in two or more cultures (e.g. Park, 
1928; Stonequist, 1935; Child, 1943). However, more recent literature has 
proposed that being bi- or multi-cultural can be an asset (e.g. Phinney and 
Rotherham 1987; Liebkind, 1992).
Within social scientific literature it has often been proposed that ethnic and/or 
cultural identity is critical to the self concept and psychological functioning for 
those who are members of ethnic groups (Phinney, 1990). It should be noted 
that the differences between ethnic and cultural identity will be expanded 
upon in the definitions section below. Phinney (1990) has pointed out that, 
“attitudes toward one’s ethnicity are central to the psychological functioning of 
those who live in societies where their group and its culture are at best poorly
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represented (politically, economically and in the media) and are at worst 
discriminated against or even attacked verbally and physically; the concept of 
ethnic identity provides a way of understanding the need to assert oneself in 
the face of threats to one's identity” (p. 499).
Therefore, knowledge concerning the concepts and processes involved in 
ethnic/cultural identity, is of paramount importance in understanding the 
psychological and behavioural consequences of being a ‘culturally different’ 
individual. This is especially so for the discipline of counselling psychology, as 
the emphasis is on “the systematic application of distinctively psychological 
understanding, based on empirical research of the client and the counselling 
process, to the practice of counselling” (Clarkson 1994, p. 16). At the same 
time, counselling psychology places paramount importance oh respecting the 
uniqueness and separateness of each individual client (Woolfe, 1996). 
However, of the several themes that appear to characterise counselling 
psychology in America, Watkins (1994) has suggested one of them as being 
the need for further understanding of ethnic minorities and non-ethnic 
minorities through continued research and theoretical model building. It has 
been suggested that in Britain, counselling psychology has as yet not 
explored this to any real extent (Woolfe, 1996).
It should be stated that there is little empirical research in the area of ethnic 
identity and what there is, is spread throughout the various areas of the social 
sciences, such as psychology, sociology, anthropology, education, and 
ethnology. Due to the multidisciplinary and international nature of this 
research area, arriving at a workable definition is a complex task in itself.
Definitions
In this paper the use of the term culturally different’ will refer to those 
individuals who, due to their parentage, have been socialised within two or 
more cultures. This of course could be viewed as a rather ambiguous term, 
covering a wide range of individuals with a diversity of experiences such as
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biracial, first generation mixed heritage individuals (of mixed race, culture 
and/or both), ethnic minority ‘immigrants’ etc. The terms awareness of 
otherness’ and ‘the experience of differentness’ will also be employed here as 
they have often been used within the literature on ethnic and/or cultural 
identity (for example, see Pinderhughes, 1995; Root 1995). Although it is true 
that such individuals’ experiences of ‘differentness’/‘othemess’ will be distinct 
due to the idiosyncrasies of the attendant values attached, in order to 
enlighten and promote therapeutic practice within this area it is important to 
try and find commonalities in these experiences of such clients.
Ethnic identity has been defined as simply the ethnic component of social 
identity, where social identity is seen as that part of a person’s self-concept 
which is acquired from his membership in social groups (Tajfel and Turner 
1979). The terms ethnic and cultural identity have often been used 
interchangeably. However, Liebkind (1992) has argued that it is important to 
distinguish between the use of cultural and ethnic identity. She suggests that 
the former refers to a sense of shared values and cultural belongingness 
which stems from being a member of a particular group that has a shared 
history, language and tradition. However, ethnic identity is used to indicate a 
kind of ethnic consciousness and, within social psychology, it is perceived as 
being firmly embedded in the identity process (Leibkind, 1992). In relation to 
this, Liebkind (1992) makes the point that it is only possible to say that the 
majority of ethnic group members usually identify themselves with a group 
that they have a shared ancestry with and demonstrate particular cultural 
practices. However, cultural distinctiveness does not necessarily result from 
an individual’s self conscious sense of ethnic identity.
The importance of understanding ‘cultural differentness’
As suggested above, in order for counselling psychologists to practice in 
accordance with the philosophical foundations of the discipline a fuller 
understanding of the potential difficulties experienced by those clients who 
are ‘culturally different’ is needed. Indeed, it has been suggested that the
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internal and external realities of clients’ personal experiences must be 
investigated (Rafalin, 1996). However, not only does the theoretical writing far 
outweigh the empirical study in this area but researchers, as well as theorists 
who have suggested models of therapeutic practice, have generally focused 
on single groups and/or recommendations of working with particular ethnic 
communities. Therefore generalizations across studies are difficult to make 
and one could hypothesize that this is the main reason for the dearth of 
models of working therapeutically with a multiplicity of identities.
From her review on ethnic identity in adolescents and adults, Phinney (1990) 
points out that a focus on common elements that apply across groups could 
lead to a better understanding of ethnic identity. From this it could be argued 
that concentrating on the apparently common theme of ‘differentness’ and the 
way people cope with this, may be a step towards a more comprehensive 
knowledge. However, there is a danger that this could instead lead to a 
partial, decontextualised understanding, especially when working 
therapeutically with a mixed heritage population of clients.
Even though such clients may share the experience of being ‘different’, the 
content of this difference will be unique to each one. For example, as Root 
(1995) points out, although there is the common awareness of otherness’ by 
biracial individuals, due to the hierarchy of racial/cultural groups within society 
“in general, Asian Americans have a higher social status than Black 
Americans in White America” (p. 577). This in turn may have an idiosyncratic 
effect upon the experience of being different’. Therefore, while considering 
the common elements of ‘culturally different’ individuals, the therapist should 
continuously seek to understand the client’s unique reality and construal of 
life experiences.
It could be hypothesised that for the ‘culturally different’ individual conflict may 
arise between the potentially differing value systems of the cultures and 
ethnicities that make up their identity. Therefore, an exploration of the nature
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of such conflicts is necessary in order to formulate appropriate models of 
therapeutic practice that will promote the psychological function and well­
being of such a client group. It is suggested that Identity Process Theory 
(Breakwell, 1986; 1992) offers an appropriate theoretical framework by which 
to do this as its prime purpose is to allow for the examination of threats to 
identity and resulting coping strategies.
Breakwell’s model of Identity 
Identity as a dynamic process
In Breakweirs (1986) Identity Process theory, the dichotomy between social 
and personal identity is abandoned and instead a dynamic model has been 
proposed. It is specifically concerned with the process of identity change in 
relation to the impact of events, especially those which may pose threats to 
identity. This model seeks to represent the structure and processes of the 
social matrix which contextualise identity. In order to illustrate how this model 
may be applied to the ethnic identity process, the case of a biracial individual 
will be employed.
Breakwell (1986) proposes that the structure of identity is regulated by two 
main processes; assimilation-accommodation and evaluation. Assimilation 
and accommodation are components of the same process. Specifically, 
assimilation is the change which occurs in the element that is to be 
incorporated within identity and accommodation is the change in the pre­
existing identity structure that allows this element to Tit in' to the individual’s 
identity.
In Breakwell’s model, the structure of identity is seen as having two 
dimensions; content and value. The content dimension is made up of the 
various components of identity which are all the ‘building blocks' constituting 
human identity. Although there may be elements of the content dimension 
that may be shared with other people, the way they are construed will be
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specific and distinct to the individual.
Attached to each property of the content dimension is a value, whether 
positive, negative or neutral, deriving from the interaction between social 
beliefs and values with previously established personal values. However, 
these values are constantly being revised and modified in relation to the 
individual’s social experiences.
In the case, for example, of a biracial female certain characteristics may be 
common among other people, such as siblings or some of her peers (i.e. 
having one parent who is black and Baptist and the other who is white and 
agnostic). Here, it should be noted that racial features can vary greatly among 
siblings of a ‘Black-White’ family. One child may look black, one white and the 
other mixed (Root, 1995). Through early socialisation, a negative value may 
have become attached to the ‘black part’ of her identity due to feelings of 
inferiority, possibly generated through the extended family’s treatment of her 
black’ parent and/or other people’s reactions to them. This along with the 
particularistic values attributed to other characteristics (e.g. her sex, gender 
role within the family, religion etc.) all contribute to her distinctive ethnic 
identity.
Breakwell (1986) further hypothesizes that individuals change their identity 
with the aim of achieving desirable end states or goals and proposes four 
principles of identity as being central in governing the interaction between the 
content and value dimensions in order to achieve these end states. These 
principles also act to define the goals and include: continuity, which is a 
sense of oneself across time; distinctiveness, which both individuates a 
person from others and assimilates them into groups with the theory implying 
that we are motivated to seek positive personal distinctiveness; self-esteem, 
which can be seen as the basis for most identity theories and is a feeling of 
personal worth or value; and more recently self efficacy (Breakwell, 1992), 
which is a sense of competence and control.
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The content of an individual's identity is seen as the result of a complex 
interaction between his or her self and society over time. Breakwell points out 
that it is important to consider the social context within which the identity is 
created, and suggests that it can be represented along two dimensions 
concerning structure and process. Interpersonal networks, group 
memberships and interpersonal relations make up the social context 
structurally from which the content of identity is assimilated, which in turn 
generates the values to be accepted. For example, in the case used above, 
the individual’s early socialisation, involving relationships within her extended 
family and societal oppression, may have resulted in her ‘white part’ 
predominately forming her identity, as the ‘black part’ may have been 
devalued and thus played down.
The second dimension consists of social influence processes (i.e., 
propaganda, persuasion, education, etc.). These processes act together to 
“create the multifaceted milieu for identity” (Breakwell 1986, p i 92), thus 
establishing systems of value and belief which in turn specify both the content 
and value of a person’s identity.
This can once again be related to the ethnic identity process using the 
example of the biracial female, who identifies and can “pass” as white. If she 
finds herself in a particular social context (i.e. working as a lawyer in a law 
firm that has an increasingly high proportion of cases concerning a diverse 
range of cultural, racial, ethnic minorities) where cultural and/or racial features 
are considered to be an asset, the value attached to having a certain racial 
feature (i.e. her ‘black part ) may well change. Such a change would possibly 
require a re-appraisal of her self-definition in order to incorporate this new 
information into her identity structure. Thus, there would need to be a change 
in her identification of herself as white’ within this particular social context, as 
continuity of the old self-image would indicate that the new information (i.e. 
about her ‘bi-raciality’ as being good /advantageous) should be discounted 
(here, the possible conflict that may arise will be discussed below). Re­
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appraising and shifting her self-image from ‘white’ to ‘biracial’, one could 
hypothesise would thus increase her sense of personal worth, positive 
personal distinctiveness and sense of competence.
Wilkinson and Coyle (1997) have suggested that to be a reasonably content 
and well adjusted person, one would have a strong sense of continuity, 
moderate distinctiveness, a high self esteem and a relatively strong sense of 
self-efficacy. It could also be argued that it is possible to have a high level of 
distinctiveness within such a ‘well adjusted’ profile, as long as the evaluation 
attached to it is positive. Using a different example, it can be seen how some 
Black Muslims, living in a predominately ‘black neighbourhood’ may embrace 
and attach a high positive value to their religious orientation as they feel that 
it sets them apart from the rest of the black population. However, clients who 
seek therapy usually do not have a ‘well adjusted’ profile as they have been 
unable to either develop these characteristics, or events may have occurred 
to change or threaten their established identity.
The experience of threat and the use of coping strategies 
According to Breakwell (1986, 1992), a threat to identity occurs when the two 
main processes of assimilation-accommodation and evaluation fail to comply, 
for whatever reason, with the four main principles (outlined above) which 
guide their operation. Numerous experiences may act as threats to an 
individual’s identity and their origin may be either internal or external. In other 
words, a threat to identity is experienced when a change occurs to either the 
content or value dimensions which challenge the four principles that underpin 
the integrity of identity.
Referring back to the example of the biracial female, a threat may be posed 
by disclosing her biraciality at work and in attempting to incorporate the new 
positive information about her black part’ into her identity structure, as it 
opposes and creates a conflict with her earlier socialised white’ self-image, 
(i.e. breaching continuity). This threat may be particularly salient when she is
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out of the work context as the earlier negative values attached to her ‘black 
part’ are still being ascribed by her family and friends.
According to Breakwell (1986), the nature of the experience of threat to 
identity is determined by the efficacy of the individual’s coping strategies and 
“any thought or action that succeeds in eliminating or ameliorating threat can 
be considered a coping strategy, whether it is consciously recognised as 
intentional or not” (p79). She describes a variety of strategies that operate at 
three different levels: intrapsychic, interpersonal and inter-group (see 
Breakwell, 1986). Referring back to the example above, the biracial female 
may ‘compartmentalise’ her ‘black part’ so that in her personal life she can 
still maintain her white identity without it being corrupted or compromised. 
Breakwell refers to this as ‘Compartmentalism’ which is a type of intrapsychic 
coping strategy.
An interpersonal coping strategy relies upon changing relationships with 
others in order to cope with the threat. For example, the biracial female may 
choose to break contact with some family members, thus avoiding the 
possible aggression or rejection linked with the stigmatised identity. This type 
of strategy is referred to as Isolation’. Alternatively, the biracial female may 
use an inter-group coping strategy by enlisting group support, such as a self- 
help group for those who may be experiencing difficulties due to their 
biraciality. Breakwell also proposes that the various strategies will be 
constantly interacting to cope with a threat to identity. For example, as well as 
attending the self-help group, the biracial female may also continue to 
maintain contact with her extended family. However, on encountering 
negative reactions to her new positive biracial identity she may use the 
opportunity to forcefully challenge their opinions. Breakwell (1986) refers to 
this as ‘Negativisim’ which is a type of interpersonal coping strategy.
Breakwell discusses the limits to coping strategies and suggests that threats 
may vary along at least three dimensions; internal-external origin, long term­
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short term threats and stable and unstable threats. The threat of tieing a 
‘culturally different’ individual could be seen as both internal and external in 
origin, having some components that are stable and some unstable as well as 
being a long term threat. Further examples of the possible conflicts and 
potential threats to identity of being culturally different’ will be given during 
the course of this review.
As can t>e seen, early socialisation can have a profound effect upon the 
ethnic identity process. Many types of therapeutic approaches emphasise the 
importance of the past influencing the present, not least of which are the 
psychodynamic approaches (for example, see Malan’s, 1979 Triangle of 
Insight). Therefore, in working psychotherapeutically with ‘culturally different’ 
individuals who may be experiencing conflicts between their different identity 
components it appears to be important to explore the development of their 
experience of ‘otherness’. This in turn may help to work through the feelings 
that have been engendered which have contributed to the psychological 
disturbance the individual is experiencing in the present.
Ethnic Identity Development
In general, we try and achieve a consensus with others about who and what 
we are, as an inability to do so can cause conflict and threaten one’s identity. 
Liebkind (1992) has termed the process by which this happens as ‘identity’ 
negotiations’ which can involve both the value of identity and identity content. 
An individual’s identity is formed, developed, reformed and maintained 
throughout the life span (Breakwell, 1986). However, it is during early 
socialization that the first identity negotiations occur between parents and 
children and when a culturally different’ individual begins to sense an 
awareness of differentness’(Breakwell, 1986; Leibkind, 1992).
The literature suggests that adults have usually acquired, and are more able 
to employ, a variety of strategies to maintain their positive identities. 
However, as a child these strategies are just beginning to be developed and
102
are therefore much more vulnerable to influences from others. Both 
consciously and unconsciously adults may convey their thoughts, beliefs and 
evaluations about ethnic attributes to children, which will impact on their 
experience of ‘differentness’. Following on from this, if adults think that a 
particular ancestry (i.e. being Jewish or Black) is ‘bad’ or ‘problematic’, 
children will easily become aware of this. At the same time, if a sense of pride 
has been conveyed concerning a particular ethnic attribute, the child may well 
incorporate it as part of his/her positive identity in the future (Liebkind, 1992). 
However, a child who is ashamed of an ethnic characteristic may 
consequently try and get rid of it. Certain characteristics such as being Jewish 
or having Italian ancestry may be more easily hidden or denied than Chinese 
or Indian heritage.
Root (1995) argues that for the biracial child the awareness of ‘otherness’ is 
intensified as he or she is identified as different from within any ethnic group. 
Thus, initially the attention they may receive for being racially distinct (for 
example, comments such as “Mixed kids are so attractive” or “You are so 
interesting looking”) may be a positive experience. However, it is the 
combination of the continued, overly keen interest in their mix’, disapproving 
comments and non-vert>al communication (i.e. inquisitive looks and longer 
than passing glances) that begins to convey to the child that this difference’ 
is ‘undesirable’. This in turn, may lead to the received attention t>eing 
interpreted as negative (Root, 1995).
As a consequence, the biracial child may label his or her otherness’ as being 
‘bad’ and assume blame or responsibility for having done something wrong in 
relation to their racial feature. Along with the reported ethnic self- 
misidentification of some minority children (Milner, 1973), certain behaviours 
by biracial children to change racial characteristics have also been reported, 
such as “attempts to wash off their colour” (Root, 1995, p. 579).
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Further, it has been pointed out by Root (1995), that as children get older 
they begin to understand that there is a hierarchy of colouri (i.e., white is 
‘superior’ to black or Japanese is superior’ to white). Thus, they may try to 
gain acceptance by rejecting the perceived inferior’ racial group of their
background and embracing membership in the other ‘superior’ one. This
suggests, in line with Breakwell’s theory, that identity is created within a 
particular social context where the content of identity is assimilated through 
structures such as group membership (e.g., whites and blacks) and
processes such as family and/or societal oppression which establishes
systems of belief (i.e. “white is better than black”). Together they act to 
specify both the content and value of the individual’s identity (i.e. “it is better 
to be white than black, therefore I should strive to be white”).
In relation to this, the biracial child or adolescent who is striving to be white, 
may feel embarrassed when seen out with one or both parents especially if 
they look white, as the identity they are choosing to present is shown to be 
false. This may also pose a threat to their identity. Root (1995) proposes that 
the intrapsychic and interpersonal conflicts which emerge out of such main 
themes as “race, family, acceptance and difference” are circular and 
transitory and they “reemerge at different points in development with a 
chance for greater depth and resolution and understanding with each cycle” 
(p. 578).
It could be hypothesised that even if the adult individual is able to reconcile 
both racial characteristics, perhaps motivated by the desire to view their 
‘otherness’ as a unique characteristic of self that contributes to a sense of 
individuality (i.e. positive personal distinctiveness), their earlier 
embarrassment may be the source of the present experience of some 
‘difficult’ feelings. For example, feelings of guilt or anger due to their earlier 
rejection of a parent they love. Therefore, such feelings may need to be 
worked through within a therapeutic context.
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Ethnie Identity Components
As can be seen, the task of understanding ethnic identity is complex. This is 
mainly due to the uniqueness that distinguishes not only each group, but also 
the great diversity within ethnic communities, as well as the individuals from 
a mixture of groups. In addition, there appears to be an imbalance in the 
ethnic identity literature. Indeed, some aspects of the psychological impact of 
being bi- or multi-cultural have received a significant amount of empirical 
research, whereas others have only t>een considered theoretically.
Theoretical writings and research have highlighted the wide variety of 
components associated with ethnic identity. Many of the studies have focused 
on a person’s identification at a given time (i.e. the state of ethnic identity). 
Here the components most widely investigated were self-identification as a 
group member, attitudes about one’s membership group, a sense of 
belonging to the group and ethnic involvement. The indicators of ethnic 
involvement that have usually been assessed include language, friendship, 
social organisations, religion, cultural traditions and politics (Phinney, 1990; 
Rosenthal and Feldman 1992).
With regard to ethnic identity, self-identification (also known as self-definition 
or self labeling) refers to the ethnic label one uses for oneself. From the 
review of the literature there appear to be several components that can be 
seen to be indicators of ethnic identification. The first concerns the ability to 
describe oneself in terms of a critical ethnic attribute that not only describes 
but acts to define the ethnic group. Recognizing that one is different in 
specific ways from those in other ethnic groups is another component. The 
final component concerns perceiving one’s ethnicity to be constant (i.e. 
continuous over time as well as consistent across changes in the context).
Much early research into children’s ethnic self identification was concerned 
with whether the label they chose corresponded to the ethnicity of their 
parents (i.e. ‘correct’ labeling) and misidentification was thought to be
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associated with a poor self concept (Phinney, 1990). These studies have 
been criticized for various reasons including methodology (see Aboud 1987; 
Breakwell, 1986). However, the notion that membership of an ethnic minority 
group will challenge self-esteem may be a reflection of pervasive social 
attitudes in that the individual has accepted the dominant negative stereotype 
of the group.
Breakwell (1986) suggests that ethnic self-misidentification is a type of intra­
psychic coping strategy when one perceives a threat to one's ethnic identity, 
as it represents a form of denial (i.e. denial of the fact of occupying the 
threatening position). It is also proposed that it comprises a form of 
psychological mobility, although actual social mobility is impossible. However, 
as the individual develops and reality sets in, the wish-fulfillment in 
conceptions of the self are quickly dissipated (Breakwell, 1986).
As an adult, the issue is not about acknowledging one’s ethnicity, rather it 
concerns which label one chooses to use for oneself. This may appear to be 
a straight forward choice however, the way an individual perceives 
themselves ethnically may differ from their ethnicity as determined by parental 
background (Phinney, 1990). In countries settled by Europeans ethnic self­
labeling among whites is for the most part optional as their ethnicity is not 
‘ascribed’ (i.e. through skin colour) but it may still be an important factor, 
especially if their culture involves a distinctive dress, language or customs 
(i.e., Hassidic Jews). Also, in their study on ethnic identification among whites 
in America, Alba and Chamlin (1983) suggest that “ethnic identification may 
remain an issue, even for the socially assimilated, insofar as ethnic 
differentiation remains a prominent axis of social life” (p.246). As suggested 
earlier, one does not necessarily need to t>e culturally distinctive (i.e. 
demonstrate cultural practices) to have a sense of ethnic identity.
People may feel that a single ethnic label is inaccurate, inasmuch as they are 
part of two or more groups. For those whose parents are from two or more
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distinctive groups, selection of a label is particularly problematic. They may 
for example, call themselves mixed, such as half Chinese and half White, or 
they may ignore part of their heritage and call themselves either Chinese or 
White. Even though ethnic self-identification may be partly imposed for some 
individuals (due to ethnic identity components being ‘ascribed’) there is still a 
question of which ethnic label to adopt. This may be especially so for biracial 
individuals.
Liebkind (1992) has proposed that the various levels of ethnic consciousness 
may illustrate the differing degrees of the internalization of the content of 
social categories. If an individual belongs to a group or groups which have 
been stigmatized and thus become a source of guilt and shame, this may give 
rise to conflicts in identification. Therefore, the person may chose to resolve 
this conflict by either changing their identification so that the ‘bad’ 
characteristics are no longer part of the self. However, this is more difficult, if 
not impossible, for those individuals who are racially distinct.
Another solution is a reappraisal of the shameful’ characteristics, allowing 
continued identification without damage to one’s self esteem (i.e. “it’s not us 
who are bad but them who are prejudiced”). Leading on from this it can be 
seen how negative evaluation of one’s in-group/s does not necessarily imply 
lowered self-esteem. Crocker and Major (1989) have suggested how the self- 
protecting properties of a stigma functions through attributing personal failure 
externally as well as selectively valuing those aspects of comparison on 
which one’s own group excels. Similarly, Breakwell (1986) proposes that 
social comparison is often used in the face of a threat to one’s identity and 
the process of evaluation most frequently entails social comparisons to 
establish personal worth.
However, Liebkind (1992) has pointed out that such self-protecting functions 
may not work with those individuals whose self-esteem is particularly 
vulnerable due to the internalization of the majority’s derogatory attitudes
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towards them. For example, for those individuals whose ethnicity/ies are tx)th 
visible and stigmatized and/or when the ‘stigma’ has been reœntly acquired.
Conflict and Ethnic Identity
Ethnic identification conflicts may occur if there is a perception of dissonance 
between an individual’s internalized stereotype of his or her ethnic in-group 
and a significant out-group’s stereotype of his or her in-group. Conflict can 
also arise if a person categorizes themselves as belonging to two ethnic 
groups which s/he (or some significant other) perceives to have incongruent 
evaluative connotations (Liebkind, 1992).
Many second generation immigrants accept two or more group identities (i.e. 
ethnic self-categorizations), especially those individuals whose parents have 
different ethnicities. However, if their parents strongly identify with their ethnic 
in-group and at the same time condemn their children’s dual or multi- self- 
identification, conflict may result. Aboud (1987) defines bicultural identity as 
an identification of oneself with two ethnic groups. Therefore, following on 
from this one could assume that an identification of oneself with more than 
two ethnic groups would t>e termed as multicultural identity.
Many writers who have looked at the aspect of ethnic identity formation in 
adolescence have suggested that adolescent members of ethnic groups, 
especially those who have been discriminated against, may have certain 
problems in negotiating their adult identities. Research carried out by Lange
(1989) suggests that conflicted part-identifications (as described above), may 
frequently occur in adolescents who are second generation immigrants due to 
dual ethnic self-categorization.
Einsenbruch (1988) suggests that there is an increased risk for psychological 
problems when the developmental task of defining oneself and one’s identity 
is combined with ethnic-minority status. Further literature indicates that dual 
cultural experience results in poorer self image for some groups in some
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domains, mental health problems and a confused sense of personal identity. 
However, overall the evidence is inconclusive and equivocal. In fact, there is 
little empirical evidence for pathological low levels of self-esteem to be 
connected with ethnic-minority membership, although discrimination and 
prejudice may be psychologically damaging in other ways (Liebkind, 1992).
Root (1995) states that for many biracial individuals the adolescent years 
appear to be “encumbered by a more painful process than the monoracial 
person” (p.583). Increased peer dependence, dating and movement away 
from the family force racial identity conflict to the surface. Difficulties may 
arise when teenagers perceive that the acceptance at home is not reflected in 
the community and they may be angry with parents for not preparing them for 
the rejection and discrimination that they are faced with (Root, 1995). This in 
turn may lead to increased feelings of alienation when they do not know who 
to trust. Evidence suggests that for such individuals positive feedback about 
self may be dismissed and instead they may become increasingly sensitive to 
negative feedback. In order to prove their worth they may overcompensate in 
such areas as social relationships and/or academia (Root, 1995).
Although the biracial adolescent may t>e perceived to be popular among 
peers, he or she may at the same time continue to feel isolated and different. 
Evidence suggests that Asian/White children may have more identity 
conflicts, regardless of growing up in predominantly Asian or White 
neighbourhoods, due to their ambiguous appearance (Morishima, 1980). 
However, Hall (1980) suggests that for Black/White or Asian/Black 
individuals, their racial identity appears to be more influenced by their 
neighbour’s colour. Root (1995) has suggested that this difference may 
simply be a reflection of the discrimination towards Blacks which leads to less 
freedom of choice for those who are part Black.
In some cases the biracial person may not relate their feelings of isolation to 
their biracial status. However, it has been suggested that therapists working
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with biracial individuals, especially those clients who present with feelings of 
dissatisfaction, unhappiness and isolation, should always keep this source of 
alienation in mind (Root, 1995).
For some ‘culturally different’ individuals, t)eing socialized in a bi- or multi­
cultural home does not necessarily give rise to negative psychosocial effects. 
The findings from a study testing the hypothesis that mixed-race individuals 
(i.e. Hispanic/Americans and Asian/Americans) display a combination of 
positive and negative effects as a result of their unique socialisation 
experiences, produced almost no evidence of negative effects (Stephan, 
1992). One explanation offered for these results was that the family setting in 
which bicultural socialisation occurred buffered these individuals from 
potentially negative experiences.
It could be hypothesized that, independent of ethnicity, the family dynamic is 
an equally important factor in the adjustment of ‘culturally different’ 
individuals. This fits in with psychodynamic theories, in that early secure 
attachments are believed to t>e of paramount importance in being able to 
cope with life’s stresses. Therefore, it is important that those working 
therapeutically with ‘culturally different’ clients do not presume that their 
difficulties are a consequence of their mixed heritage.
Bicuiturai/multicultural competence
In contrast to the research tradition which highlights the range of possible 
difficulties in identity development in minority youth, more recent research 
suggests that there is a way of being bicultural without suffering negative 
psychological outcomes. The synthesis or flexibility model proposes that 
children who are brought up in two or more cultures are seen as 
demonstrating greater adaptability, creativity, flexibility in cognitive style and 
role flexibility. Therefore, socialization into more than one cultural group is 
considered to t>e an asset rather than a liability (Liebkind, 1992). For 
therapeutic practice to achieve a more comprehensive knowledge of
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‘culturally different’ individuals, it is important to consider how such persons 
cope with (and reconcile) the potential conflicts and threats that bi- or multi- 
culturalism may pose for others who are less able to manage.
In their essay on the psychological impact of biculturalism, LaFromtx)ise et al, 
(1993) have proposed a model of bicultural competence. Although this model 
was developed specifically to address issues concerning second culture 
acquisition, it also appears to be pertinent for those individuals who are of 
mixed heritage and have been socialized within two or more different 
cultures. Their construct of bicultural competence grows out of the alternation 
model. This model assumes that it is possible for individuals to have an 
understanding and knowledge of two different cultures thereby allowing them 
to alter their behaviour to match particular social contexts. Research has 
yielded evidence to support this model. In a study by Ramirez (1984) looking 
at biculturalism-multiculturalism in Mexican-American adults, the results 
indicated that those individuals who were most successful at integrating two 
or more cultures were t)etter able to use different communication, human- 
relational, coping, problem solving and incentive motivational styles 
depending on the requirements of the particular social context.
Like Crocker and Major (1989), LaFromboise et al (1993) point out that 
although ethnic minorities may often experience discrimination, it is 
“inappropriate to assume that sociological reality produces a negative 
psychological outcome” (p. 508). This can tie seen to concur with Breakwell’s 
theory, in that it is the evaluation or conceptualisation of the incoming 
information and the type of coping strategy employed that is important. 
Indeed, the research suggests that, those individuals who are bi- or multi­
cultural may find the experience more beneficial than living a monocultural 
lifestyle. The ability to develop competence in both cultures has been 
suggested as the crucial factor in maintaining psychological well-being.
I l l
In their model, LaFromtioise et al (1993) propose that there are a number of 
individual characteristics that may be considered significant in the 
development of bicultural competence. These include; personal and cultural 
identity, age and life stage, gender and role identification and socioeconomic 
status among others. It could be argued that, in making the distinction 
between cultural and personal identity as well as drawing on the stage 
models of identity development, LaFromboise et al do not perceive identity as 
a dynamic process which is an essential focus in this review. Nonetheless, 
their model contains some useful and pertinent concepts and therefore will be 
examined further.
Along with the proposed significant characteristics, LaFromboise et al (1993) 
have suggested several dimensions in which an individual may need to 
develop competence so as to effectively manage the process of living in two 
cultures. These include; knowledge of cultural beliefs and values, bicultural 
efficacy, communication ability, a sense of being grounded, positive attitudes 
towards both groups, as well as others.
I will consider some of these starting with ‘knowledge of cultural beliefs and 
values’. This involves the degree to which an individual is aware of and 
knowledgeable about the history, institutions, rituals and everyday practices 
of a given culture. It is presumed that a culturally competent person is 
someone who knows, appreciates, and internalises the basic beliefs of a 
given culture. Thereby accepting that culture’s world view and with the ability 
to act within its constraints. Research findings suggest the vying ideologies of 
the different world views and their value conflicts may be primary sources of 
stress for bi cultural individuals. For example, a child who has parents who 
are Asian and White may have difficulties in reconciling the world views of 
each, as one stresses the importance to strive for individuality (i.e. White 
American) whereas the other emphasises the importance of being a 
harmonious group memtier (i.e. Japanese).
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Another dimension which LaFromboise et al (1993) discuss is ‘bi-cuitura! 
efficacy’ which they define as the “belief or confidence that one can live 
effectively, and in a satisfying manner, within two groups without 
compromising one’s sense of cultural identity” (p.514). Applying Breakwell’s 
model, one can see how the potential threat of being bi or multi-cultural may 
be coped with by a revision in the hierarchy of the guiding principles. This 
allows the individual to maintain an identity structure characterised by 
competence and control (i.e. the ‘self-efficacy’ principle is prioritised). For 
example, the findings from Ramirez’s (1984) study indicated that those 
Mexican-American adults who were considered to be bi-culturally competent, 
had an increased sense of accomplishment and viewed themselves as being 
more in control of their lives than those who were traditionals’ (i.e. 
monocultural Mexican-American) or atraditionals’ (i.e. monocultural Anglo 
orientation).
‘Communication ability’ is a further dimension and refers to “an individual’s 
effectiveness in communicating ideas and feelings to members of a given 
culture, both verbally and non-verbally” (p.515). They suggest that language 
competency is a major building block of bi-cultural competence. For many 
culturally different’ individuals their ability to communicate in and have 
knowledge and acceptance of two or more languages/cultures, may be an 
important factor in being able to achieve a unique integration of the values 
and beliefs of their different heritages. In Phinney’s (1990) review of ethnic 
identity research, she discussed how language has been considered by many 
studies to be the single most important component of ethnic identity. 
However, she points out that its importance clearly varies with the particular 
situation and it is inappropriate for some groups (i.e. very few studies of Black 
identity have included language).
Berry et al (1992) have reported findings that bilingual children appeared to 
be more advanced in several areas, such as cognitive flexibility and divergent 
thinking. This they suggest, may result from the perspective gained from
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knowing and using two sets of linguistic signs and categories. However, it 
was noted that these studies involved bilingualism in two languages that are 
socially valued in their particular context. Similarly, Baker (1996) points out 
that not all bilinguals have the favourable circumstances or motivation to 
enable biculturalism and bilingualism to “live peacefully and creatively within 
the psyche” (p.49). Therefore, one could hypothesize that in a social context 
where a ‘culturally different’ individual has knowledge of a particular language 
that is devalued, perhaps due to the associations the dominant culture 
makes, the individual’s identity may feel threatened.
In proposing the dimension of ‘Groundedness’, La Fromboise et al (1993) 
have suggested that to achieve bicultural competence one must have the skill 
to recruit and use external support systems. They argue that it is “ the sense 
of being grounded in an extensive social network in both cultures that 
enhances an individual’s ability to cope with pressures of living in a bicultural 
environment” (p.521-522). Therefore, one could hypothesise that in order for 
a ‘culturally different’ individual to be able to integrate (and maintain) his/her 
different cultural identities within an overall identity structure, it is important 
that s/he must experience a sense of belonging to his/her different heritages. 
Although conflicts may persist, they may be resolved if the individual feels 
that they have a secure attachment to his/her different cultures and view the 
combination as a distinct characteristic.
Root (1995) in her model outlining four general resolutions for biracial identity, 
proposes that those individuals who view their ‘differentness’ as a unique 
characteristic of self that contributes to a sense of individuality have achieved 
the most idealistic resolution of biracial status. This involves being able to 
identify with both racial groups they have inherited. For example, when asked 
about their ethnic heritage they may respond, “I am part Black and part 
Indian”. This resolution can be viewed as positive if “the individual’s 
personality remains similar across groups and they feel privileged in both” 
(Root, 1995, p.589). However, this strategy does not change other people’s
114
behaviour and therefore, the individual must have œnstructive strategies for 
coping with “social resistance to their comfort with both groups of their 
heritage and claim to privileges of both groups” (p. 589).
As it can be seen ‘culturally different’ individuals may experience little or no 
psychological disturbance as they have been able to develop those 
characteristics that allow for a ‘well adjusted’ profile. They may employ 
‘healthy’ coping strategies to eliminate the potential threats, thus tieing 
‘culturally different’ will not pose a threat as it does not challenge the 
principles underpinning the integrity of identity. However, there are those 
individuals who may be unable to cope with the potential internal and/or 
external threats originating from their ‘differentness’. Therefore, such 
individuals may require psychological support, as it can be extremely 
distressing to experience a threat to one’s identity.
Implications for Counselling Psychologist
Given the aforementioned discussion, it is suggested that ‘culturally different’ 
individuals attempt to cope with threats to identity in a number of ways. Some 
are able to do so in a healthy’ way whereas others find it more difficult. For 
those individuals who may be struggling to cope with their conflicting identity 
components, assistance may be required to work on replacing maladaptive 
ways of coping with more positive strategies. Breakwell’s model of identity 
can provide the Counselling Psychologist with a useful framework in which 
to explore the specific threat. Indeed, the two main processes of 
accommodation-assimilation and evaluation can assist the therapist in the 
formulation of the presenting difficulties. This in turn, may allow him or her to 
suggest possible ways in which the client’s identity has been threatened 
(Rafalin, 1996).
Furthermore, by having an understanding of some of the commonalities of 
being culturally different’, as well as relevant cultural knowledge (discussed 
below) the therapist may then have a better understanding of the conflicting
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world views that need to be assimilated. Moreover, it is suggested that an 
understanding of the client’s specific socialisation and experiences is also 
crucial in assisting the therapist to explore, with the client, ways in which their 
conflicting identity components may be integrated more ‘healthily’ within their 
overall identity structure.
It should be reiterated that not all clients who are ‘culturally different’ will be 
experiencing difficulties due to their mixed heritage backgrounds. Therefore, 
those working psychotherapeutically with such clients should not presume 
that their difficulties are a result of conflicting ethnic identity components. If 
the therapist begins to make such presumptions it is very probable that any 
therapeutic intervention will be unsuccessful, as the therapist is in fact 
following his or her own agenda and not the client’s.
Of paramount importance to the whole process of therapy is the development 
and maintenance of a good rapport or working alliance between the therapist 
and the client. Clarkson’s (1995) review of research studies on the 
effectiveness of therapy draws the conclusion that “success in psychotherapy 
can best be predicted by the properties of the patient, the psychotherapist 
and their particular relationship” (p. 4). Further, Jacobs (1988) points out that 
many therapeutic approaches encourage the growth of the client through the 
positive attitude shown by the therapist to the client.
Clients must feel that they are understood by the therapist. The personal 
influence of the therapist is vital in convincing clients that they are understood 
(Frank, 1986). If they feel that they are understood they are more likely to 
accept the appropriate intervention. A criticism leveled at traditional 
psychotherapeutic practice is that it does not meet the unique needs of “black 
or minority ethnic communities due to the practice being steeped in ethno and 
eurocentric assumption” (Nadirshaw, 1992, p.258). Root (1995) points out 
that for theory and therapy to become non-oppressive, attempts must be 
made to “recognise and challenge racism within the therapist’s and theorist’s
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world” as well as making “theoretical conceptualisation and application to 
therapy multiracial and multicultural to accurately reflect the process of more 
than a single racial group” (p.575). In order to do this, she argues that 
important assumptions atxiut the hierarchy of colour need to be considered.
It is proposed that as counselling psychologists may work with those from a 
variety of different ethnic backgrounds, an awareness of their own culturally 
held views is required when seeing clients. Indeed, failing to do so may result 
in unwittingly imposing racist, sexist or classist assumptions onto clients 
(Alladin, 1989). Sue, et a! (1992) have proposed two practical ways in which 
therapists can improve their effectiveness in a transcultural setting, both are 
concerned with the importance of cultural knowledge. The first is that the 
therapist understands and accepts the client’s cultural and or racial heritage, 
experiences in society and ethnic identification. This is important so that the 
therapist can help the client to establish goals that are appropriate to the 
client’s culture/s. Secondly, it is suggested that therapists need to anticipate 
working in ways that are consistent with the life experiences and cultural 
values of the client (Sue, et al 1992).
Similarly, d’Ardenne and Mahtani, (1989) point out that that the relevance of 
culture in the therapeutic process needs to be examined and interventions 
need to be sought that are consistent with the values in which the client 
organises his/her life (i.e. within the cultural context). For those who work 
therapeutically with ‘culturally different’ clients, this involves developing a 
cultural sensitivity and learning to accept positively the value system or 
systems of a different culture or cultures.
Recently, attempts have been made within the area of multicultural 
counselling, to apply the Cultural Grid to highlight the implicit assumptions 
that are often made by therapists and the potentially disastrous 
consequences that can result (see Pederson and Pederson, 1989). Applying 
this approach within training courses may help those who work
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psychotherapeutically with ‘culturally different’ clients, to become aware of 
their implicit assumptions and examine the possible prejudices that they may 
hold.
Conclusion
This literature review has attempted to illustrate some of the unique 
characteristics and potential difficulties experienced by those who are 
‘culturally different’ as well as examining some of the possible conflicts that 
may arise. It has begun to consider the implications of these conflicts for 
those working psychotherapeutically with such clients using Breakwell’s 
(1986, 1992) Identity Process Theory. It has also considered some of the 
components of ethnic identity and bi- and multicutlural competence, in an 
attempt to highlight some of the important common elements of the 
experience of ‘differentness’.
For training programmes to t>e developed to cope with the increasing cultural 
diversity of clients, it is important that there is an increased knowledge 
concerning the experience of being culturally different’. However, it is 
impossible for such training programmes to cover every combination of 
mixes’. Therefore, themes that are perceived to be common among such 
individuals need to be focused upon, while keeping in mind the uniqueness of 
each individual’s experiences.
Further research is required to explore the specific therapeutic issues 
involved in the possible multiple identity conflict of being ‘culturally different’. 
This may then highlight the common elements that may be present. It is 
suggested that counselling psychologists, with their research skills and their 
experiences of therapeutic practice, are in an ideal position to provide the 
necessary empirical evidence. Such evidence will in turn help to inform and 
develop the therapeutic practice with those who are having problems due to 
their experience of being ‘culturally different’.
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SOME GENERAL PRACTITIONERS' SOCIAL
REPRESENTATIONS OF THERAPY
ABSTRACT
This paper explores some general practitioners’ representations of therapy. 
This involved looking at GPs’ accounts of how they integrate and make ‘real’ 
the concept of therapy. Thirteen participants were interviewed using an 
interview schedule, the theoretical framework of which was influenced by 
Social Representations Theory (Moscovici, 1984a; 1984b). Data were 
analysed qualitatively using a composite approach (Henwood, 1993) derived 
from interpretative phenomenological analysis (IPA) but informed by the 
rhetorical approach of Billig (1987, 1988, 1993). Overall the evidence from 
participants’ accounts alluded to a rather negative representation of therapy. 
The implications of the analysis are discussed and recommendations for 
practice and future research are offered in the overview.
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SOME GENERAL PRACTITIONERS' SOCIAL
REPRESENTATIONS OF THERAPY
introduction
Out of all the problems seen in primary care settings research indicates that 
one third of them are psychological in nature and that those patients with 
psychosocial problems are more often treated within the Primary Health Care 
(PHO) setting than by other services (Papadopoulos & Bor, 1995). In the last 
decade or so there appears to have been an increased recognition of the 
need to focus on and improve psychological care, as can be seen by the 
rapid growth of therapy in these contexts (see Cocksedge & Ball, 1995; 
Corney & Jenkins, 1993; East, 1995; Jones et al, 1994; Keithley & Marsh, 
1995).
At this point it should be noted that mental health care professionals working 
therapeutically within primary care may be numerous: counsellors, 
psychotherapists, clinical psychologists, counselling psychologists and so on. 
However, for the purpose of this research I have not expounded on the 
differences between the different titles and roles. There are no universally 
accepted distinctions between the terms ‘counselling’ and psychotherapy’ 
and there are well-established traditions which use the terms interchangeably 
(see Rowland, 1992; Woolfe, 1996). Therefore, the words therapy and 
therapist will be used as ‘generic’ terms for all psychotherapeutic and 
counselling work carried out within mental health care and all those 
professionals who carry out such work, unless stated othenvise.
Although the provision of therapy has increased recently, this growth is 
uneven and is characterised by complexity, confusion and considerable 
differences in assumptions and practice. A key to understanding the 
difficulties would appear to be the role of the general practitioner (GP), as
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they are usually the first port of call for those individuals experiencing 
psychological difficulties (Cocksedge, 1997).
A GP in a Primary Health Care Team has two main roles. The first is a 
professional role as a skilled carer providing general medical services. The 
second concerns the GP’s role in planning appropriate services for their 
patients. Cocksedge (1997) has pointed out that the referral options open to 
GPs regarding the availability of mental health services assume that GPs are 
knowledgeable about them. However, he suggests that many GPs are 
unclear about the precise role of these mental health service professionals, 
including those who work within the primary care team, even though in the 
last decade there has been a growing number of sources of guidance 
available to GPs (e.g. CMS 1993; Irving & Heath, 1985). This confusion may 
partly reflect, as East (1995) suggests, GPs' difficulties in understanding the 
concept of therapy within general practice. However, Sibbald et al (1993) 
found that not only are GPs employing practice therapists who have no direct 
training in therapy but in many cases the GPs do not know the qualifications 
of their therapists.
Furthermore, Blackey (1986), looking at GPs' management of increased 
attendance by members of families who were in crisis, found that GPs 
responded first by increased prescribing of non psychotropic medication, then 
psychotropic medication and finally by referral to a psychologist. This may 
indicate that therapy is often not seen as a primary factor in treating health 
problems. This in turn, may be an important consideration in relation to the 
evidence which suggests that people who present to their GPs with somatic 
symptoms tend to have their psychological and social aspects unrecognised 
(Marks et al, 1979, Mumford, etal, 1991; Paykel & Priest, 1992). Moreover, it 
has been found that depression is seriously under diagnosed and 
inadequately treated ( see Freeling & Tylee, 1992).
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In relation to this, Graham (1995) has pointed out that the treatment of health 
problems by doctors (in particular, depression) is predominantly geared 
towards symptom removal. This, she suggests, is due to the pervasive 
influence of the biomedical perspective which still appears to be focused 
around the mechanistic aspects of health. Alternatively, she has proposed 
that a therapist who sees the body and emotion as inextricably linked may be 
able to address the underlying psychological/psychosocial problem(s) more 
effectively. This research suggests that it may be possible to prevent some 
patients from becoming frequent attenders by viewing their symptoms in a 
more holistic manner (Graham, 1995).
Papadopoulos & Bor (1995) suggest from their review of the literature that in 
general patients do benefit from the presence of a counsellor in the practice. 
However, the evidence so far would allude to ambivalence about recognising 
the need for and purpose of therapy within medical settings, including 
General Practice. This in turn, may be a reflection of the tentative and 
sometimes inconclusive research findings from outcome studies of therapy. 
Nonetheless, it has been pointed out that there are often major conceptual 
difficulties in interpreting outcome measures applied to therapy due to its 
multifarious nature (see for example Comey, 1992; Hazzard, 1995).
Therapy is a social act, not a chemical behaviour, and it is therefore 
inappropriate to adopt the same criteria to interpret therapeutic outcome that 
are employed in studies of psychotropic medication. Nonetheless, within 
evaluative studies of therapy the traditional scientific method with its 
emphasis on objectivity has up until recently prevailed, even though modem 
physics has demonstrated that “the interaction of observer and observed is 
built into the nature of inquiry” (East, 1995, p. 139).
Instead of investigating outcomes of therapy, an alternative starting point 
might be to look at how GPs make sense of therapy. East (1995) has 
suggested that the differing values, beliefs and attitudes towards health care
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between those who work within a biomedical model (e.g. GPs) and those who 
work within a therapy model, may lie at the root of some of the issues faced 
by the integration of therapy within primary care.
It would therefore seem more appropriate to assess GPs’ pre-existing 
knowledge and assumptions about therapy as well as the communicative and 
interactive process involved is such knowledge. Therefore, by looking at how 
GPs integrate and make ‘real’ the relatively new and unfamiliar concept of 
therapy may in turn help to pinpoint any blindspots that stem from the differing 
perspectives of the biomedical model and the therapy models and thus 
highlight additional information that would assist mutual understanding. In 
order to begin to do this, it would seem important to have an understanding of 
how therapy fits into GPs’ representations of practice.
Social Representations Theory (SRT) may offer a theoretical framework in 
which to do this as it takes account of the relevance of knowledge and of 
communicative and interactive processes in which knowledge is produced 
and used (Flick, 1994; Moscovici, 1984a). Furthermore, it demonstrates the 
social relativity of and social influences on psychological processes, such as 
knowledge. Social representations (SRs) refer to the ideas, thoughts, images 
and knowledge structures which members of a group share and which are 
socially constructed (Augoustinos & Walker, 1995).
The role of representations is to contextualise unfamiliar social objects, 
events or persons within a familiar categorial context thereby giving them 
meaning. This initially involves anchoring new elements of knowledge into a 
network of more familiar categories. Then, in order for them to become more 
accessible they are objectified, made ‘real’ (Augoustinos & Walker, 1995). 
For example, this can be seen where psychoanalytic concepts have become 
endowed with an objective reality (e.g., terms such as ‘ego’ and ‘neurosis’ 
have entered everyday discourse and are treated as referring to something 
‘real’), and become part of common sense’ knowledge (Moscovici, 1984a).
128
The processes of anchoring and objectification make the unfamiliar familiar 
and give it meaning and can provide important information about the ways 
SRs are generated, maintained and changed.
The research is concerned with the aim of gaining insight into how GPs 
integrate the concept of therapy into their practice through the processes of 
anchoring and objectification. Ultimately it is hoped that such insight will help 
to develop a strategy that can establish common values, beliefs and attitudes 
towards health care as a step towards a more collaborative and effective 
primary health care system.
Method
Although much social representation research is quantitative, concern has 
been voiced about the “statisticalization” (Allansdottir et al., 1993, p i 1) of the 
concept by the use of traditional empirical methods. As such, the important 
dynamic characteristic of SRT (Moscovici, 1984a) may be compromised as 
the adoption of “quantitative techniques runs the risk of objectifying the 
concept of social representation so that a social representation is merely 
defined by its consensual nature or clustering structure” (Augoustinos & 
Walker, 1995, p i 83). Therefore, a qualitative method was adopted as the 
researcher was attentive to the dynamic quality of SRs and interested in both 
commonality and diversity.
The decision to use an interview based approach was made even though it 
was likely that GPs would be unwilling to give up the required time, as it 
provides an opportunity to obtain richer and more detailed information. 
Furthermore, it has an increased potential to document perspectives that are 
not usually presented when employing such instruments as postal 
questionnaires. Therefore, it was hoped that the interview would be a more 
useful tool in the task of elucidating the participants' social representations.
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Participants
Eighty GPs in the south west area of London were contacted by post and 
invited to be interviewed for the study. This number was chosen based on 
research findings that suggest that the response rate for postal 
questionnaires is around 40% for the general public (Fife-Schaw, 1996) and 
32% for GPs (Kaner et al, 1998). However, it was expected that, given this 
was an interview based study, the response rate would possibly be 10 or 15 
per cent lower. The sample was obtained by selecting every third name from 
the GP register at the local library. Each of the selected participants received 
a letter which included an outline of the design of the study and the aim of the 
interview (see Appendix 1), as well as a reply slip. Due to a very low 
response rate (n = 2; 2.5%), a further 80 (revised) letters (see Appendix 2) 
were sent to GPs within the north east region of Surrey, sampled (in the 
same way as outlined above) from the GP register at a local hospital. From 
this sample, eleven GPs (13.8%) agreed to be interviewed, giving a total of 
13 participants (8.1%), all of whom had experience of referring to a therapist, 
either in-house or out of the surgery.
Procedure
The majority of participants were interviewed in their surgery, although two 
GPs found it more convenient to be interviewed at home. All of the 
participants signed a consent form which outlined confidentiality procedures 
(see Appendix 3). The names of the participants, their practices and any 
other people or places they refer to have been deleted in the following 
analysis, or replaced by a pseudonym. Participants completed a demographic 
information sheet (see Appendix 4). A semi-structured interview schedule 
was then administered (see Appendix 5) consisting of open-ended questions 
so as to allow for a wide range of responses. These were supplemented by 
requests for clarification (e.g. “What do you mean by that?”), probing (e.g. 
“Can you tell me a little more about that?”) and reflections on the content or 
emotions of responses.
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The questions included in the interview schedule were identified after an 
extensive literature review of the topic. The schedule was designed with the 
aim of exploring the processes of anchoring and objectification. The main 
content areas of the schedule were as follows: past experiences and current 
conceptualisations of therapy; views and experiences of therapy within 
general practice; beliefs and experiences about health, health care and the 
role of a GP. Due to the open-ended question format there was considerable 
scope for the participant to influence the direction of the interview, as well as 
look at the areas that the interview was aiming to cover. Interviews lasted 
between half an hour and an hour and half and were audio-taped and later 
transcribed.
Analytic procedure
The data were analysed using a composite approach (Henwood, 1993) 
derived from interpretative phenomenological analysis (IPA) but informed by 
the rhetorical approach of Billig (1987, 1988, 1993). SRT does not privilege a 
particular method of research (Farr, 1993), and as such a variety of 
epistemological positions have been adopted or proposed ranging from a 
realist through to a social constructionist perspective (e.g. see McKinlay et al, 
1993). The epistemological position taken here is that of critical realism 
(Bhaskar, 1989) given the discussion below.
The central aim of adopting a SR framework is to investigate the way in which 
people make sense of their worlds - in this case, the way in which GPs make 
sense of therapy. Thus, IPA was considered an appropriate method of 
analysis as it is concerned with understanding what participants think or 
believe about a particular topic (Smith, 1995).
Furthermore, social representation theorists claim that the approach aims to 
study the thinking society', and as such have indicated the significance of 
communication in the creation, continuance and transformation of 
representations (Moscovici, 1984b). This would suggest the importance of
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considering the role of language in SRs work. This again indicates the 
suitability of IPA because of its commitment to using language to explore 
participants’ perceptions of an object or event (Smith, et al 1997)
Like SRT, IPA recognises a relationship between participants’ accounts and 
the actuality of which they speak. Moreover, IPA recognises that this 
relationship is effected by distortion and bias that are an inescapable part of 
participants’ recall but also appreciates that the interpretation process 
requires the researcher to be actively involved. Therefore, the research 
produced represents a dynamic interaction between the participants’ 
accounts and the researcher’s interpretative framework. Furthermore, IPA 
does not claim that a person’s thoughts are transparent in verbal reports (e.g. 
interview transcripts). Nevertheless, the analytic process is conducted with 
the hope that something meaningful can be said about that thinking (Smith, 
1996a).
The claim that SRT is concerned with the study of the thinking society’ has 
provoked criticism, in that the implicit argumentative (or rhetorical) nature of 
such thinking has been overlooked by early formulations of SRT (Billig, 1988, 
1993). Therefore, it was decided that the themes identified from the 
procedure of IPA would be subjected to further analysis by borrowing from 
the rhetorical approach (see Billig, 1987, 1993). Although the rhetorical 
approach is located within social constructionism (see Potter, 1996), Billig 
(1993) states that, “there is no theoretical opposition between the 
assumptions of social representation theory and the rhetorical approach” (p. 
40). This is not to say that a social constructionist perspective (for example. 
Potter & Wetherell, 1987) has been adopted, but rather the researcher was 
attentive to the social nature and the significance of language in studying the 
topic.
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In employing such a composite method it was hoped that the techniques of 
these approaches would result in a more comprehensive analysis of the 
participants' representations of therapy.
Stages of Analysis
The first step of the analytic process involved repeated readings of the 
individual transcripts. This resulted in notes being made concerning attempts 
at summarising, making associations with other aspects of the interview, or 
initial interpretations. These notes were then condensed and key words or 
phrases were used to represent the primary identified themes for each 
individual transcript. Although a central aim of the research was to look for 
overall shared themes, it was hoped that by paying particular attention to the 
examination of the separate accounts of the participants, the complex nature 
of the phenomenon under investigation would fciecome clearer. Thus, 
individual variation was a significant factor.
The primary catalogue of discerned themes led to the generation of a 
consolidated list of general themes. An index of extracts pertaining to each 
theme heading was then produced. This stage involved going back to the 
transcripts to make sure that other pertinent extracts had not been 
overlooked. In fact, this cyclical process (inherent throughout the analysis) 
acted not only to establish connections between different themes in the data 
but also to generate new themes in attempting to elucidate the similarities, as 
well as account for the variability in the participants’ material. This cyclical 
process was aimed at ensuring that each theme was represented in the 
verbatim transcripts.
Once the main themes had been identified the attendant extracts were then 
subjected to further analysis drawing on various techniques from the 
rhetorical approach that were considered useful (see Billig, 1987, 1993). This 
involved a close examination of the words and phrases in the extracts to try
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and identify more closely the way in which the participants anchored and 
objectified therapy.
Evaluating the analysis
Due to the subjective nature of this form of analysis the criteria traditionally 
used to evaluate quantitative research (i.e. validity and reliability) are 
inappropriate as they assume a disengagement between the researcher and 
the topic under investigation. Therefore, more pertinent criteria need to be 
considered, such as transparency, persuasiveness and coherence. In 
evaluating the analytic process it is important to recognise the role of the 
researcher in the resultant interpretations and conclusions.
In relation to this, it is also important to recognise the influence of the 
researcher’s position as a counselling psychology trainee who has had first 
hand experience of the difficulties of working as a therapist within a primary 
care setting, and is a proponent of therapy in general practice. Therefore, a 
tendency could occur to attend more closely to particular themes which 
appear to be pertinent to the researcher’s own experiences. Another 
investigator may identify different features of the data set. However, 
presenting a representative sample of the raw data (e.g. through quotations), 
and making explicit the process by which the material and the analysis were 
produced should allow the reader to interrogate the interpretations made, 
thus allowing the reader to assess the persuasiveness of the analysis for 
themselves. This will also help to assess the internal coherence of the 
research by allowing the reader to judge whether the researcher presents a 
coherent argument (Banister et al, 1994; Smith, 1996b).
As part of the evaluative process in this study, the initial interpretations of the 
data were subjected to interrogation by the researcher’s supervisor (a social 
psychologist) who is likely to have a different psychological interpretative 
framework from a trainee counselling psychologist.
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Due to the active and close involvement with and interpretation of the data a 
discrete analysis section followed by an overview (in which findings will be 
related to extant literature and specific implications discussed), will replace 
the more traditional results and discussion sections.
In the quotations included in the analysis, the information that appears within 
brackets has been added for the purpose of clarification. Empty brackets 
indicate the omission of material and ellipsis points (....) indicate a pause in 
the participants’ speech.
Analysis
Demographic information
There were seven male and six female participants, with a mean age of 
44.2 (range 30 - 59; SD = 8.5). When asked to indicate which ethnic group 
they belonged to all but one indicated that they were white. The other 
participant chose to leave that blank.
Concerning qualifications, six indicated that they were Members of the Royal 
College of General Practitioners (MRCGP). None of the participants held any 
form of therapy qualification. The mean length of practice as a general 
practitioner was 15.4 years (range 2- 34; SD = 10.1). Three of the GPs 
specified that their practice was involved in a GP training program.
Communicative Activity
A striking feature throughout the analysis of the data and one that appeared 
to be pervasive within each and every one of the transcripts was the way in 
which therapy was related to a network of categories all associated with some 
form of ‘communicative activity’. Several participants employed the phrase 
‘communication skills’ when talking about therapy. As can be seen in the
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extracts below, ‘communication skills’ is not necessarily considered as 
equivalent to therapy, although a relationship is implied:
Mm...Oh dear. It’s a very difficult thing to define....Mm....I’ve always 
been very pro-counselling. Not because I’m trained in it. We had 
none. Absolutely nothing. We didn’t even have any teaching on body 
language or communication skills or anything in that way, so I’ve had 
no teaching on the benefits or otherwise of counselling.... (Dr Smith)
Here the use of the word “even”, suggests that Dr Smith represents 
counselling as a higher order activity than “body language and 
communication skills” but at the same time as a related activity. Dr Stevens, 
below, also sees a connection between therapy and communication skills:
The only time we started exploring more psychological issues was 
during my psychiatry attachment ( ) when we started to discuss these 
things. Communication skills and things like that (Dr Stevens)
There is an intimation that therapy is partly represented by communication 
skills. However, his vagueness (i.e. ...and things like that”) suggests an 
uncertainty about what else it involves. In the next extract, where Dr Jones is 
also responding to a question about counselling training, the relationship 
between therapy and communication skills is much more direct. There is no 
ranking of activity, or indication that it involves something else, but instead 
counselling is represented as equivalent to communication skills:
No. I never had any [counselling training] ( ) but I think 
communication skills are important....(Dr Jones)
The information above suggests that, for these participants, counselling has 
been anchored and contextualised at some level within a familiar category 
(i.e. that of communication skills) and in doing so it is endowed with an
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objective, particularised ‘reality’ (e.g. skills). This appears to be especially so 
for Dr Jones as there seems to be an assumption of equivalence.
Terms such as “general communication”, “talking through” and “discussion” 
were also representative of the way in which participants associated therapy 
with a system of categories all related to some form of ‘communicative 
activity’. In addition, when discussing what therapy meant to them, some GPs 
used the language of the biomedical world either to talk about what they 
perceive therapy to be or to compare it with what it is not (i.e. medicine).
Er....psychotherapy Talking treatment. Either one to one or in a
group. Either in the primary care context, or in secondary care. Or in 
the community, and not related to medicine at all (Dr Potter).
At the same time that psychotherapy is being defined by its disassociation 
from medicine, a central feature of the biomedical model (i.e. “treatment”) is 
also employed to make sense of it. This appears to demonstrate one way in 
which the abstract concept of therapy is materialized (i.e. objectified).
Comparison continued to be used by some participants throughout the 
interview. For example, when speaking about his decision-making process for 
referring patients to the in-house clinical psychologist. Dr Donne says:
If I see somebody who does not need medication and only discussion, 
then it makes sense to ask them to see Pete.
Here, the use of the word “only” appears to reduce the activity of the clinical 
psychologist to a communicative activity. This indicates one way in which the 
unfamiliar concept of therapy is anchored by providing a familiar 
classification. It also suggests a hierarchical positioning in terms of skill, 
where Pete who provides therapy (“only discussion ”) is placed firmly below
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the GP who has the skill to provide more than discussion and can treat the 
patient medically (this will be discussed further).
Along with the communicative phrases identified above, participants also 
employed words such as “techniques”, “interventions”, “treatment”, and in 
one instance “cures”, to differentiate between the different types of therapy, 
allocating such terms to describe psychotherapeutic and psychological 
orientations and at the same time distinguishing them from counselling. In 
doing so, there was a sense that the activity of psychotherapeutic 
approaches was more closely linked to the activity of medical practitioners. 
Once again this indicates hierarchical structuring. In the extract below the 
diminutive phrase “just as general communication” suggests that counselling 
in comparison to psychotherapy is very much an ordinary, lower order 
communicative activity.
... it's very difficult to understand where the differences are [between 
psychotherapy and counselling]. I mean, there does seem to be a sort 
of overlap, obviously. I think I see counselling much more as ...just as 
general communication, slightly more patient led and not as much 
intervention or .um .sort of, structured therapy with the patient.
(Dr Brown)
Although communicative activity appeared to be the over-arching framework 
in which therapy was located (e.g. “communication skills”, “talking through”, 
“discussion” and “general communication”) the language and concepts of the 
biomedical world (e.g. “treatment”, “intervention”, “techniques” and “cures”) 
were often used as the implicit tools by which it could be broken down, 
organised and made sense of in terms of either seeing it as similar to, or 
different from the process of medicine. Alternatively, they may be simply 
repeating an anchoring process that is part of the general social 
representation of therapy and is seen in therapeutic literature.
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Nonetheless, attempting to make sense of therapy was not an easy task for 
the participants and there was a sense of uncertainty in making the 
distinctions between the different therapies. This can be seen by the 
tentativeness and qualifications that |:^rmeated many of the statements. The 
preceding extract is representative of this with the use of “seem”, “sort o f, “I 
think” and several hesitations, as well as an explicit statement of difficulty in 
differentiating.
Billig (1993) has suggested that anchoring is not done automatically without 
thinking but involves both the process of categorization as well as that of 
particularization. Therefore, the way in which the participants compared and 
contrasted the different therapies with medicine could be seen to demonstrate 
these two processes of anchoring and may go some way to understanding 
the difficulties the participants experienced. In other words, there appears to 
be an indication that at one level the overall concept of therapy is anchored 
into a network of categories associated with communicative activities, which 
are often perceived as unrelated to medicine. However, on another level, 
when they are required to differentiate between the therapies they may often 
(re-)anchor a specific therapy into a category which is more closely 
associated with medicine (see Dr Brown’s statement below). Furthermore, 
part of this process often appears to involve an implicit ranking of the 
therapies (indicated in the extract above). The suggestion of ranking is 
associated with the sub-theme of hierarchy.
Hierarchy
As well as explicitly using the language and processes of the biomedical 
model, some participants also employed ideas of professionalism and 
academic qualifications to differentiate between therapy practitioners. In doing 
so there was an indication of a hierarchical structure where counsellors were 
considered to be of a lower order as they were people “off the street” who 
were “not professionally qualified” whereas psychotherapists and 
psychologists were perceived as “more qualified”.
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other participants also alluded to ranking within the therapy professions and 
at the same time positioned the doctor at the top of the hierarchy:
...I think on the whole you think counselling tends to require slightly 
less of an academic um sort of teaching and examination and um so 
on and you tend to feel that when you refer someone to 
psychotherapy, they’re going to get a more sort of ‘doctor’ approach....
(Dr Brown).
Initially, Dr Brown places counselling as a lower order activity (i.e. “slightly 
less”) then psychotherapy. Later, the use of “doctor approach” appears to 
demonstrate that psychotherapy is not only being anchored into a familiar 
context but also, by translating what the therapist might be doing into what 
the doctor might be doing, suggests a concretizing of the activity of 
psychotherapy (i.e. objectification). However, by using “more sort o f implies 
that, although it is similar it may not be quite as much of a high ranking 
activity as that of the doctor. Another example of this type of differentiating 
both within therapy and between it and medicine can be seen in the extract 
below:
...if we had a counsellor in the general practice, I would have to make 
my explanation that this person you’re going to see is not a doctor, not 
a nurse, not a psychiatrist, just an ordinary person with experience of 
discussing problems. That’s what I would say. What we do actually 
have is a clinical psychologist. And I don’t think I would use the word 
counsellor, ever. ( ).. I’d say something along the lines of: he’s not a 
doctor, he can’t prescribe any medication, but he is a specialist in 
mental health problems who will teach you various ways of handling 
them. I mostly stress that he’s teaching ways of handling.
(Dr Donne)
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Here, the use of the diminutive word “just” in the representation of the 
counsellor as “just an ordinary person”, indicates that he represents 
counselling as a very low order activity in comparison with the activity of 
medical professionals. Then, by using the word “ever” there is a clear 
demarcation between counselling and clinical psychology which alludes to the 
higher positioning of the latter. However, he appears to then place the 
occupation and activity of the clinical psychologist below that of his profession
as a doctor (i.e. “he's not a doctor, he can’t prescribe but”). Although the
employment of “specialist” reemphasizes the elevated rank relative to a 
counsellor he positions the clinical psychologist as an educator (i.e. “teach”) 
thereby constructing as didactic and directive.
As well as an implicit picture of hierarchy, there is also a suggestion of 
confusion between different therapeutic approaches and professional 
positions, as intimated above. This confusion and uncertainty appeared to 
pervade many of the interviews. In one instance, psychotherapy appears to 
be placed below counselling:
If you just want a means to cope with this [i.e. acute anxiety/panic 
attacks], and get over it, then I’d go for psychotherapy. If you want to 
explore roots. I’d go for counselling. I see counselling more as looking 
at roots, you know, what happened in childhood and that sort of thing. 
Much more Freudian. That sort of approach. (Dr Stevens)
Not only is counselling represented as being more equivalent to a 
psychoanalytic orientation (i.e. “Much more Freudian”), but also the use of the 
word “just” implies a hierarchy where psychotherapy is seen almost as a 
quick fix’ unlike counselling which is presented as more in-depth (i.e. “more 
as looking at roots"), getting at the origins of presenting problems.
In contrast, many others saw aspects of the psychoanalytic approach as the 
realm of the psychotherapist, often describing the activity of psychotherapy as
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“deeper”, more “analytical” and focusing on “far back causes”. However, 
ambivalence and tentativeness appeared to imbue these distinctions:
But potentially I think it [psychotherapy] could be deeper.
(Dr Roberts)
The use of “potentially I think” indicates his diffidence and suggests a 
difficulty with materializing the abstract concept of psychotherapy. Similarly, 
Dr Carter found the task problematic:
Maybe see [psycho]therapy, whatever the difference is [between 
psychotherapy and counselling] as being a little more working at a 
deep-rooted problem. Maybe a bit more structured. Maybe....
(Dr Carter)
Along with the explicit statement of uncertainty (i.e. “whatever the difference 
is”), there are many qualifications represented by the phrases “maybe see”, “a 
little more” and “Maybe a bit more..”. The apparent difficulty of making sense 
of the individual therapies may reflect a difficulty of concretizing them as 
distinct entities. It has been argued that unlike anchoring which is a 
necessary process in all thinking, it is possible to have non-objectified 
thoughts (Billig, 1993).
Although participants were vague about the differences between the activity 
of the different therapy professionals, many connected emotions with the 
domain of counselling. This is exemplified by the statement below, where Dr 
Stevens associates the activity of counselling with problems that are 
predominantly emotional:
For someone whose problems were primarily emotional. I’d probably 
go for counselling, particularly if there were specific circumstances that 
needed to be talked through. (Dr Stevens)
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It can be noted that again there is an air of doubt (i.e. “probably”), and that 
the activity of therapy is once more spoken about in terms of a 
‘communicative activity’ (i.e. “talked through”).
In associating counselling with the province of emotions, the task of 
counselling was often seen to be the relieving of emotions:
So there were definitely the people with emotional problems, ( ) 
tended to go to the counsellor ( ) I see counselling as a person who 
can be used ( ) to encourage a person to off-load ( ) the feelings, the 
emotions. (Dr Brown)
In referring to therapy, and particularly counselling as the task of “talking 
through” and “off-loading” emotions many of the participants linked it to the 
activity within the consultation (i.e. the meeting between the doctor and the 
patient), which is one aspect of a more general theme regarding counselling 
as part of the consultation.
Counselling as part of the consultation
For a majority of the participants the talking part’ of their consultation was 
consistently associated with counselling, although they varied in their 
explicitness of what this entailed. On one level, some merely identified the 
talking part’ of their consultation, which did not involve traditional medical 
activities (e.g. drug prescription), as counselling (this can be seen below). 
Others were more detailed in their perception of what it comprised, often 
relating it to the exploration of the patients’ emotions. This is exemplified by 
Dr Steven’s statement in which the role of the GP is described as, “Helping 
them to understand how they are feeling”. However, overall the activity of 
counselling was not only closely related (and in some cases seen as 
equivalent ) to the ‘talking part’ of the consultation but at the same time 
viewed as an integral part of the consultation.
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As one becomes a GP, one realises that a lot of the time when one is 
not giving drugs, one is talking and in a simple kind of way you are 
counselling. Fifty percent of all my consultations do not result in drugs 
being given. So what are you doing? You’re actually counselling.
(Dr Jones)
Here, Dr Jones represents the non-prescribing and “talking” part of his 
consultation as counselling, although the phrase “in a simple kind of way” 
demonstrates that he perceives it to be a basic form. Similarly Dr Grey 
describes the ‘non-prescribing’ aspect of his consultation as the activity of 
counselling:
It’s [counselling] an inevitable part of sitting here. You don’t write 
prescriptions for everything you see. (Dr Grey)
and a little further on he states:
As I said, I mean it [counselling] is an integral part of being a general 
practitioner. Half my morning has been spent in a counselling mode. 
And so it is just integrated within the job. (Dr Grey)
Not only does Dr Grey explicitly state that he views counselling as an inherent 
feature of the role of the GP, the use of the word “just” suggests that it is an 
implicit aspect of being a GP. Thus, it would appear that counselling has 
been anchored into the familiar non-prescribing activity of the consultation.
Even though some of the participants simply associated the talking part’ of 
their consultation directly with the activity of counselling, and therefore an 
integral part of the consultation, for others, who were more explicit about what 
this entailed (i.e. talking through emotions), there was a sense that for them 
there was a choice as to the degree to which they partook in this activity:
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The other angle is that the GP actually gives counselling, but I have 
gone a little bit not totally full circle, but I got interested for a period of 
time in going down that road with patients and I found that it was 
particularly time consuming ( ) I mean I think I am still open to...allow 
them to sound out their problems ( ) but where previously I did 
actively engage in that with people, I do less so now. (Dr Lock)
Here, there is the suggestion that the GP’s counselling activity is more than 
just the non-prescribing' part of the consultation but rather it involves 
permitting the patient to explore (i.e. “sound out”) their difficulties with the 
doctor. Furthermore, it exemplifies the belief, inherent in many of the 
interviews, that the GP has the ability to provide such counselling. However, 
due to the practical limitations (i.e. it’s “time consuming”) it is an option that is 
under the control of the GP and here, one that has been limited (i.e. “1 do less 
so now”). Implicit in similar statements by other participants was the element 
of risk associated with the extent to which they undertook this counselling 
role. It should be noted that although Dr Brown does not directly name the 
activity she is talking about (in the following extract) as counselling, her 
earlier description of the activity of counsellors (i.e. “a person who can be 
used ( ) to encourage a person to off-load ( ) the feelings, the emotions.”), 
implies that she is.
In other words, you’ve always got to protect yourself a little bit. That 
you’re not constantly flooded with these emotional problems. ( ) I’ll 
allow one or two patients to really off-load and then there will be a 
week where I probably won’t ask as many open questions, ( ) you 
know if they just come in with their sore throat, you can give them the 
prescription, you can often close the door to anything else. ( ) It’s very 
difficult to give everyone um, that chance to sort of have a fuller 
consultation, really. (Dr Brown)
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Initially, Dr Brown alludes to the danger of being overwhelmed as a 
consequence of the activity of counselling within the consultation. The use of 
the word “allow” once again suggests that engaging in this activity is one that 
is controlled by the GP. Further, by strictly adhering to a traditional medical 
activity (i.e. “give them the prescription”) she identifies the way in which she 
can “protect” herself against being “flooded”. At the very end, the use of the 
phrase “fuller consultation” appears to demonstrate the way in which the 
activity of counselling is not only being anchored into the familiar context of 
an extended consultation but also, by translating it into a “fuller consultation”, 
suggests a materialization of the activity of counselling (i.e. objectification).
Connected with the risk of being “flooded” by patients’ emotional problems 
was the view that the effectiveness of GPs’ counselling activity was limited 
which was occasionally attributed to a lack of “skills” or “training” but most 
frequently to the time constraints of the consultation. Dr Carter’s statement is 
representative of this sentiment:
“The number of times I think, maybe you want to open up one or two 
closets, which you daren’t do because you know you can’t put those 
things away in ten minutes”.
In contrast, a couple of the participants expressed the belief that the 
counselling activity within a ten minute consultation could have a significant 
effect:
“I think some doctors will underestimate the impact you can have in a 
ten minute consultation - even one ten minute consultation can be 
quite powerful” (Dr Potter)
Pervading all the interviews, at one level or another, was the consistent 
theme of counselling as a part of the consultation. However, the danger of 
being “flooded”, as well as the practical limitations of “skill’, and especially
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“time constraints”, were often ‘flagged up’ as reasons for referring patients to 
a counsellor. This is associated with a more general theme regarding the 
counsellor as a support or prop for the GP.
Counsellor as a GP resource
Throughout the interviews there were repeated references to the therapist’s 
job as being an extension of what the GP could potentially do but was unable 
to due to practical limitations. A key feature in deciding to refer patients to the 
therapist (usually to the in-house therapist), was said to be time. For example:
I could see that I was about to open Pandora’s box if I started [asking 
questions] ( ) I could see this was all going to come tumbling out. I was 
going to be here for an hour. So that was one I sent off [to the 
counsellor] (Dr Jones)
There is a suggestion here that the GP made an assessment as to whether to 
pursue the activity of counselling (i.e. “I could see..”), and it would appear that 
his decision not to engage in the activity, but rather refer on to the counsellor, 
was based on his perception of potentially being overwhelmed in relation to 
going over time.
Similarly, when Dr Donne was asked about the effect of having a therapist in 
the practice he referred to the aspect of time:
we do find it [having an in-house clinical psychologist] helpful. We erm. 
It hasn’t meant that we can opt out of all the sort of psychological stuff. 
But if we feel that something is going to take more [of our] time than 
makes sense, then.......
Here, the work of the clinical psychologist is seen in relation to a “helpful” 
resource for relieving the doctor’s limited time (i.e. “more time than makes
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sense”) rather than a neœssary resource due to the GP’s lack of skill or 
knowledge.
Therefore, many of the participants represented the therapist as an individual 
with enough time who could continue or supplement (i.e. as Dr Roberts 
stated, “you refer them on ( ) to offer them more time and off-load yours”) 
the GP’s work. As Dr Potter said, “[GPs] are specialists in primary care and 
primary care is counselling”.
In addition to what Dr Brown described as “off-loading” the GP’s time, some 
participants expressed the usefulness of having the resource of a counsellor 
so that “the more emotionally demanding patients of the doctors can be off­
loaded” (Dr Roberts). However, on another level some alluded to an inherent 
danger in taking this view:
But I think it can just be a dumping mechanism for me to get rid of the 
problem. ( ) I don’t use it as a dumping ground. (Dr Grey)
However, a little earlier in the interview, when Dr Grey had been asked about 
his expectations of therapy, part of his response included:
So what it boils down to is “stop bothering me”, I suppose.
This would appear to indicate that although Dr Grey is very aware of the 
potential risk of counsellors being used as a “dumping mechanism” and he 
explicitly states that he does not use them in such a way, in fact on a practical 
level, the suggestion is he does.
Overall the preceding material suggests that the participants view the 
counsellor as a useful resource for the GP, primarily due to their own limited 
time, rather than as a professional who has different but equal skills. The 
analysis so far has been concerned with the participants’ own
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conceptualisations and experiences. However, at the end of the interview the 
GPs were asked to reflect on the interview experience whilst this is not a 
theme, it does appear to provide insight into the participants’ perceptions of 
themselves in comparison to the GP population as a whole.
Refiections on the status of the data
The participants were invited to reflect on the interview experience and make 
any comments or suggests that they felt were pertinent. During this stage, 
several GPs emphasised their interest in therapy by making comments such 
as “I have got quite an interest in it [therapy]. That’s why I agreed to see you ” 
(Dr Lock). In addition to such statements others also alluded to the self­
selection process of the interview sample. This can be seen from the 
following two extracts.
. What you’re going to have though, is a skewed group of interviewees. 
People who respond to you are moderately sympathetic to the idea of 
counselling (Dr Grey)
you’re going to get the more motivated, more adventurous, the more 
innovative ones [GPs] who are ( ) more likely to want to be interested 
in talking to you. (Dr Carter)
Here both participants appear to be indicating that those who agreed to 
partake in the study are positively orientated towards therapy. However, Dr 
Carter goes one step further and explicitly states that those who participate 
will have unique qualities absent in the overall population of GPs. Taken 
overall, this material suggests that these participants see themselves as pro- 
therapy in relation to the majority of GPs.
Overview
It is important to remember that this analysis does not rest on any 
representative sample, something which some of the GPs themselves
149
reflected on in their statements concerning them being a self-selected sample 
who were probably more sympathetic to therapy then others. This would 
suggest the findings of this research might be biased and incomplete. A 
further bias might come from participants' awareness of the researcher’s 
position as a counselling psychologist in training as this may have 
predisposed them to represent therapy in positive terms. However, taking this 
into account when reviewing the analysis, which overall alludes to a rather 
negative representation of therapy saturated with uncertainty, ambivalence 
and conflict, would suggest that the ‘real’ picture out there’ is even worse.
In relation to this, it is important to consider the low response rate, especially 
from the London sample of GPs. Although there may have been other 
determining factors such as lack of time, it could be suggested that the low 
response rate was due to a limited interest in the subject on the part of the 
non responders. Evidence has indicated that one of the most important 
factors that determine response rate is the perceived applicability of the 
research project to responders (Lydeard, 1996). Taken together this would 
appear to lend support to the participants’ suggestions that they are the ones 
who are more ‘pro-therapy’ in relation to other GPs.
Nevertheless, it is important to point out that there are other representations 
of therapy that have not been discussed here. Had the researcher taken into 
account other factors such as those doctors who have had some formal 
therapy training or those who are involved in GP training, the results might 
have been different. It should be noted that three of the participants did work 
in GP training practices, although it was unclear concerning the extent to 
which they were involved. Nonetheless, future research might focus on those 
who are directly concerned with GP training as they are integral to the 
development of GPs’ knowledge and practice.
Although it would be presumptuous to attempt to generalise this study to a 
wider population the findings describe the variability concerning the
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processes of anchoring and objectifying therapy. Even though therapy 
appeared to be located in the over-arching framework of a communicative 
activity’ unrelated to medicine, diversity and contradiction seemed to pervade. 
In particular, this became evident when the participants began to make 
distinctions between the different therapies. For many, this was a difficult task 
as their initial categorization of therapy, as a ‘communicative activity’, was 
insufficient and they were forced to particularize, often drawing on categories 
more closely related to medicine.
At the same time, for some participants their prejudicial beliefs about therapy 
began to surface. This often involved placing therapy on the whole, and 
counselling especially, as a lower order activity compared to that of the GP. 
This may have something to do with general belief systems that underlie 
current medical education, research and institutional health care which was 
formulated in the sixteenth and seventeenth centuries (See East, 1995 for an 
overview of counselling in the context of medicine’s historical development).
As pointed out earlier, much of therapy research, which is dominated by the 
scientific medical method, has produced results that are tentatively positive at 
best. Therefore, it is not particularly surprising that the participants who are 
scientific biomedical practitioners are biased against therapy (i.e. see it as 
scientifically inconclusive). Some proponents of therapy have emphasised the 
need for evaluation studies while at the same time stressing the importance 
of developing methodologies that are more suited to the study of therapy 
(Corney, 1995). It is suggested here that, even if more appropriate 
approaches are developed, work also needs to focus on getting them to 
become accepted within the medical world.
Furthermore, the analysis would suggest that the canons of the biomedical 
model are being used to not only judge but also make sense of therapy. 
Although it has been suggested that Balint’s (1964) concept of GPs 
counselling their patients has had a profound effect on the way in which
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doctors are currently trained (Papdopoulos & Bor, 1998), GP trainees receive 
relatively little training regarding therapeutic skills and knowledge (Cocksedge 
& Bail, 1995). This was explicitly evident in many of the participants’ extracts 
but also implicitly reflected by the ubiquitous uncertainty and confusion. This 
lends support to previous literature that suggests that GPs have difficulty 
understanding the concept of therapy (e.g. East, 1995; Keithly & Marsh, 
1995).
The analysis also indicated other ways in which the participants attempted to 
make sense of therapy through the processes of anchoring and 
objectification. For many, therapy was given meaning by viewing it as 
analogous to their activity within the consultation. Again this suggests 
misunderstanding, particularly about the role of the therapist. Within the 
therapy literature, therapy is not only presented as more than communication 
skills but it is also seen as different from counselling skills which is not seen 
as a role in itself (Bond, 1995).
The implications from the aforementioned discussion would suggest that if the 
provision of therapy within the primary care system is to develop certain 
changes need to occur concerning both the medical and therapy 
communities. It is proposed here that there needs to t)e a reformulation in GP 
training. Not only does vocational training need to focus on enhancing GPs’ 
awareness of therapy but also the emotional, psychological and social factors 
of health need to become a more prominent part of medical schools’ 
curriculum. Davy (1999) has suggested that while the growing interest in 
biopsychosocial health care has contributed to the recent growth in 
counselling services within primary care, counselling is often seen “as an 
add-on’ to an established biomedical system” (p. 26). He suggests that 
interdisciplinary collaboration is often more effective than a multidisciplinary 
approach. This would suggest that both the medical and therapy 
professionals working within primary care need to have a greater 
understanding of each others’ practice.
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One way in which GPs could develop their understanding of therapeutic 
practice is to ensure that every training practice has a qualified therapist who, 
as part of their role, provides regular supervision for all members of the 
primary care team including both the trainee GPs as well those who are 
qualified. This would hopefully act to reduce misunderstanding, enhance 
communication between the team members and thus potentially result in an 
improvement in the quality of care for patients.
However, it needs to be acknowledged that the GP’s uncertainty about 
therapy may be a reflection of the lack of consistency and the confusion and 
debate that exists out there in the therapeutic world (see for example, James 
& Palmer, 1996). Therefore, the therapeutic community also needs to take 
responsibility for promoting understanding within the GP population. On a 
global level, this would involve therapists becoming more unified in their 
thinking so that they can convey a more coherent and clear image of therapy.
In terms of practice, therapists need to take responsibility for educating those 
GPs they work with. This could be done by not only establishing regular 
supervision for the GPs but also making sure that they are continuously 
communicating with the doctors concerning therapeutic practice. Indeed, 
Pembroke (1999) stresses the importance of communication in enhancing 
collaboration between primary care professionals. Although such activities 
may be occurring in some practices, the present analysis would suggest that 
at least for these GP participants these do not appear to be regular (or 
successful) experiences. Therefore, it is proposed that future research 
looking at therapists’ experiences of working within general practice would be 
useful, as it may provide an indication of additional changes that are required 
for the further integration of therapy within primary care.
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APPENDIX 1
Department of Psychology
University of Surrey
Guildford GU2 5XH
Dear
I am presently training for my PsychD in Counselling Psychology at the 
University of Surrey. Chartered Counselling Psychologists are scientific 
practitioners who are trained to work psychotherapeutically with patients in a 
broad range of settings including primary care. During my training I have 
developed an interest in how counselling has become incorporated into the 
primary care setting, especially as I have had the opportunity of working in a 
GP’s surgery on placement.
As a GP you may have made referrals to and co-ordinated contact with 
counsellors and I am interested in your experiences and perceptions of 
counselling. I feel this is a valuable area for research as it could highlight 
important information that would promote mutual understanding between GPs 
and counsellors. This could lead to more effective management of patient’s 
psychological problems within the primary care setting. I would therefore be 
most grateful if you would consent to take part in this study.
Participation would involve a single, 45 minute interview which would take 
place at your convenience. I am aware of how busy GPs are and therefore (if 
it is more convenient for you), I would be more than happy to come to the 
surgery and conduct the interview over lunch. If you choose this option, I can 
provide sandwiches. During this interview I will ask open-ended questions 
relating to your experiences of providing counselling services within the 
practice. The interview will be audiotaped and later transcribed. In order to 
ensure confidentiality your name and practice will not appear on the transcript 
and the audiotapes will be destroyed before any coding of the analysis 
begins. However, some of your responses may be reproduced in the final 
report but at no time will your name or surgery be identifiable. If you would 
like a synopsis of the completed research please could you indicate this on 
the enclosed form. I am hoping to publish the data with recommendations 
concerning the integration of counselling into the primary care setting based 
on the results.
If you are interested in taking part please could you fill in the form provided 
and return it to me in the stamped addressed envelope by 00th Month 1998. 
Thank you so much for your help.
Yours sincerely,
Tamar K. Karpas
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REPLY SLIP
Department of Psychology
University of Surrey
Guildford GU2 5XH
Counselling and the GP: An examination of GPs’ experiences and 
perceptions of counselling provision within the primary care setting
Name:
Address:
Telephone No:
If you prefer to contact me by phone and/or you have any queries, please 
contact me on the following number:
(0181)874 2810
If I am unavailable at the time of your call please leave a message on the 
answerphone and I will return your call as soon as possible.
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APPENDIX 2
Department of Psychology
University of Surrey
Guildford GU2 5XH
Date
Dear
I am presently training for my PsychD in Counselling Psychology at the 
University of Surrey. Chartered Counselling Psychologists are scientific 
practitioners who are trained to work psychotherapeutically with patients in a 
broad range of settings including primary care. During my training I have 
developed an interest in how counselling has become incorporated into the 
primary care setting, especially as last year, I had the opportunity of working 
in a GP’s surgery on placement. I am presently working in the psychotherapy 
unit at Epsom General Hospital.
As a GP you may have made referrals to and co-ordinated contact with 
counsellors and I am interested in your experiences and perceptions of 
counselling. I feel this is a valuable area for research as it could highlight 
important information that would promote mutual understanding between GPs 
and counsellors.
I am aware of how busy GPs are but I would be most grateful if you would 
consent to take part in this study. Participation would involve a brief interview 
which would take place at your convenience, especially as I live within 
walking distance of your surgery.
If you are interested in taking part please could you fill in the form provided 
and return it to me in the stamped addressed envelope by 21st May 1998 or 
contact me on the numt>er provided.
Thank you so much for your help.
Yours sincerely,
Tamar Karpas
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APPENDIX 3
RESEARCH CONSENT FORM
The aim of this research is to explore the ways in which GPs understand and 
integrate the concept of counselling within their practice. A particular focus of 
this interview study is to explore your experiences and perceptions of 
counselling.
You will be asked to take part in an informal interview about your views and 
feelings on the above subject. The interview will be recorded on audio tape to 
enable the author to directly quote your responses when writing the research 
paper. In order to ensure confidentiality your name and practice will not 
appear on the transcript and the audio-tapes will be destroyed before any 
coding of the analysis begins. However, some of your responses may be 
reproduced in the final report but at no time will your name or surgery be 
identifiable. In making the transcriptions your name will be replaced by a 
pseudonym, and I will delete the names of other people or places that may 
arise in the interview.
If you have any questions so far or feel that you would like some more 
information about the research before we proceed, please do not hesitate to 
ask before reading on.
Please read the following paragraph, if you are in agreement, sign were 
indicated.
I agree that the purposes of this research and what my participation in it 
would entail have been clearly explained to me in a manner that I understand. 
I therefore consent to be interviewed about my experiences and perceptions 
of counselling. I also consent to an audio-tape of this discussion being made 
and to all parts of the recording to be transcribed for the purposes of this 
research.
Signed.........................................................   Date.
On behalf of all those involved in this research, I undertake that confidentiality 
will be ensured in respect of the audio tapes and any transcription of same 
made with the above participant. I also undertake that any use of the audio­
tapes or transcribed material will be for purposes of research only. The 
anonymity of the above participant will be protected throughout.
Signed.......................................    Date.
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APPENDIX 4 
DEMOGRAPHIC INFORMATION SHEET
This research is concerned Fm looking at ways in which GPs 
understand the concept of counselling. I am also interested in finding 
the extent to which therapy may be part of your practice. To begin with 
I'd like to get some basic information about you (such as your age and 
sex) and you as a GP
Are you male or female? _______
How old are you? [ ] years
How long have you worked as a GP? [ ] years
When did you qualify from medical school? 19_____
Which of the ethnic groups listed below would you say you belong to?
White ________
Black - Carribean ________
Black - African ________
Indian ________
Pakistani ________
Bangladeshi ________
Chinese ________
Other (please specify: ____________________________________ )
Do you have any other professional qualifications, and if so, what are 
they?
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APPENDIX 5 
THE INTERVIEW SCHEDULE 
Instructions to the participants:
The aim of this research is to explore the ways in which GPs understand and 
integrate the concept of counselling within their practice. A particular focus of 
this interview study is to explore your experiences and perceptions of 
counselling. Although I am interested in your understanding of what 
counselling is I am not really concerned with the quantity of your academic 
knowledge about the literature on the subject. My approach is more 
experiential and I am interested in your experiences, attitudes and feelings 
associated with counselling.
To begin with I'd like to get some basic information about you (such as your 
age and sex) and you as a GP. This will involve filling in a short form. Then I 
will be exploring your understandings of counselling and your past 
experiences of it (e.g. within your training). Next I will give you the opportunity 
to talk about your experiences of counselling within your practice. I will then 
look at some of your general beliefs and experiences about what it is to be a 
GP and your views about health and healthcare. You may feel that some of 
the questions are not relevant to you, but that’s alright. If you have any 
questions at any time throughout the interview, please do not hesitate to ask.
[SWITCH ON AUDIOTAPE]
(The questions may not all be used, it will depend on the participants’ 
answers to previous questions).
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Section 1 :
In the last decade or so there has been a growth in the provision of 
psychological care (e.g. counselling and psychotherapy services) within 
medical settings, especially concerning the primary care context. Firstly I 
would like to explore with you what your past experiences and your current 
conceptualisation of counselling may be (what it means to you).
a) Given your experience, how would you define the concept of counselling.
b) Mental health care professionals working therapeutically within primary 
care may be numerous: counsellors, psychotherapists, clinical psychologists, 
counselling psychologists etc, as such, the name given to the psychological 
care that they provide may be different, for example counselling or 
psychotherapy.
In your opinion is there a difference between the two?
If yes, could you tell me what aspects do you see as different between them? 
(If they see there to be a difference use the questions below to elicit 
information about the differences. If they don’t see a difference use the 
questions to clarify their definition of counselling/therapy)
What aspects if any do you view as positive?
What makes you say that?
What aspects if any do you view as negative?
What makes you say that?
c) Were there any aspects of your training (either as a doctor and/or further 
training) which stand out as being influential in your conceptualisation of 
counselling/psychotherapy?
Could you give me an example?
(Probe to explore how their training effected their views about counselling and 
how possibly their views have changed since their training - For example:
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While at medical school did you receive any therapy/counselling training, if 
so, what did this involve?
How did you respond to that?
How Important did you think it was?
What aspects, if any did you find helpful/unhelpful?
d) Have you attended any further therapy/counselling courses, if so, what did 
this involve?
Why did you choose to do this?
Do you feel it changed your views about counselling and if so, how?
What aspects, if any did you find helpful/unhelpful?
Section 2:
1 would now like to specifically look at your views about and experiences of 
therapy within general practice.
(This section aims to elicit information about how they actually conceptualise 
and integrate counselling within their practice)
a) Do you see therapy/counselling as having a role in primary care, if so what 
role?
b) Some say that;
Therapy/counselling in medical settings should involve giving advice and
reassurance
Others would say that:
Therapy is not something that is given or done to patients but rather it's about 
exploration and offering opportunities for helping individuals to reach their 
own understanding and find their own ways of coping with experience through 
enabling relationships 
What do you think?
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c) Is there a therapist/counsellor in your practice, and if so, how would you 
describe their present role?
(Please could you say a little more about that?)
d) Has their presence had an effect on your practice?
If so, please could you tell me how?
Could you give me an example of that?
e) Have you referred patients to the counsellor?
If so, how often?
f) What is it that makes you decide a patient needs to be referred to a 
counsellor/therapist (in other words how do you reach the diagnosis)?
Could you give me some examples?
g) What do you expect the outcome (prognosis) of the counselling to be? 
What do you expect will happen to the patient?
h) In general how do your patients react to being referred to a counsellor are 
they amenable to the suggestion?
Could you say a little bit more about that?
Is there anything that you say or do to try and persuade them, and if so what?
i) Some have stated that if general practitioners are to delegate specific tasks 
to other members of the team they must do so with a clear knowledge of their 
fellow professional’s capabilities - Would you agree or disagree with this? 
What makes you say that?
j) There are different theories and therapeutic approaches within the field of 
therapy. Do you know which approach your practice counsellor/therapist 
uses?
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k) In what ways, if any has he/she informed you about the way in which he or 
she works?
What do you see as the positive aspects of his/her approach?
What do you see as the negative aspects of his/her approach?
I) It has been suggested that regarding therapy in medical settings, doctors 
do not understand what it is. Would you agree or disagree with this. Could 
you say a little more about that?
Section 3:
In this next section 1 would like to explore some of your general beliefs and 
experiences about what it is to be a GP and your views about health and 
health care.
a) How would you define the role of a GP?
b) In what ways does it differ from the role of a practice counsellor?
(Possibly use statements below to help elicit responses)
Some have said - The role of a GP is two fold: firstly he or she has a 
professional role as a skilled carer providing general medical services and 
secondly GPs have an important role in planning appropriate services for 
their patients and in employing and co-ordinating staff to provide these 
services
Some would say that:
A GP’s primary role is to attend to patients' physical illness.
Others would say that:
If GPs only attend to the somatic needs of their patients they are not 
attending to the whole person and therefore ignoring a vast area of need.
c) How would you describe the health or well being of a person?
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d) How would you define illness or a health problem?
e) Research indicates that out of all the problems seen in primary care 
settings one third of them are psychological in nature and those patients with 
psychosocial problems are more often treated within the Primary Health Care 
(PHC) setting than by other services (Papadopoulos & Bor, 1995).
Some have said that:
The psychosocial/psychological problems of a patient are outside the remit of 
a disease-centred approach to general practice.
Would you agree or disagree with this? What makes you say that?
f) Are there certain psychosocial/psychological problems you would view as a 
health problem?
Please could you give some examples?
g) Are there certain psychosocial/psychological problems you would not view 
as a health problem?
Please could you give some examples?
h) Markus et al (1989) describe psychological problems in general practice as 
the part of their clinical work that most GPs find the most challenging.
In your experience would you agree or disagree with this?
i) There has been a lot written about how busy and over worked GPs are and 
the amount of stress that is involved in the job. How do you think Gps cope 
with stress?
Probes and Prompts to  be used w ith the questions and statements:
Can you tell me more about that? Why do you say that?
Could you give me an example of that? What makes you say that?
What effect has this had on you?
Would you agree or disagree with this statement?
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Therapeutic practitioners’ accounts of 
managing professional identity in primary care 
settings: An interpretative phenomenological 
analysis
ABSTRACT
This paper explores the way in which therapists’ professional identity is 
compatible with the primary care context. This involved looking at therapeutic 
practitioners’ accounts of their experiences in such settings, the challenges 
they face and the action they take to overcome them. Eleven participants 
were interviewed using an interview schedule, the theoretical framework of 
which was influenced by Identity Process Theory {Breakwell, 1986, 1992, 
1996). Data were analysed qualitatively using Interpretative 
Phenomenological Analysis. The evidence from participants' accounts 
suggested that the impact of being a non-medical professional within the 
medical context of primary care has the potential to pose a threat to 
professional identity. The experience and perception of such threat appears 
to be the result of a combination of inter relating factors. The negative 
distinctiveness of being the only therapeutic practitioner in a medical context 
appeared to be significant in determining the way in which many of the 
participants said they coped. However, there appeared to be an overall 
difference in the way counsellor and counselling psychologist participants 
said they managed this negative distinctiveness.
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Therapeutic practitioners’ accounts of 
managing professional identity in primary care 
settings: An interpretative phenomenological 
analysis
Introduction
Over the last decade or so the introduction of therapists into primary care 
settings has grown rapidly although this growth has been uneven. The 
literature so far has highlighted some of the difficulties involved in attempting 
to integrate therapists into primary care contexts (see Bor & McCann, 1999; 
Cocksedge & Ball, 1995; Comey & Jenkins, 1993; East, 1995; Lees, 1999; 
Woodhouse & Pengelly, 1991). Some writers have stated that the differences 
in models of working (Davy, 1999) the absence of a shared language (Curtis 
Jenkins & White, 1994) and differing perspectives on the goals of each 
professional (e.g. therapist and GP) cause problems (McDaniel et al, 1990) 
and even sabotage (Spiegel et al, 1992). Furthermore, individual therapists 
have also identified problems they have faced in joining primary care teams 
(e.g. Small & Conlon, 1988).
In an account of working as a counselling psychologist within general 
practice. Ironside (1997) described the challenges of dealing with a sense of 
isolation, being labelled as demanding by GPs when attempting to establish a 
secure therapeutic frame (i.e. asking for a set time, set place, privacy and 
maintaining confidentiality) as well as encountering feelings of resentment, 
envy, anger and deprivation. Similarly, Mackenzie (1996) reported facing 
anxieties about competition, envy, failure and frustration while working within 
a GP practice. Moreover, issues of confidentiality and securing a therapeutic 
frame are prevalent in many therapists’ accounts of working within primary 
care (see also Waskett, 1999).
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Hoag (1992) views counselling within a GP’s surgery as no different from 
counselling in other settings and advocates a strict approach to the 
therapeutic framework. While others have emphasized the importance of a 
secure frame they also acknowledge the uniqueness of this particular setting 
(e.g. Jones et al, 1994). They suggest that adhering to such a rigid approach, 
among other things, restricts GP/therapist contact and may lead to 
misunderstandings concerning expectations, create conflict (Lees, 1997; 
Mackenzie, 1996) and potentially foster negative attitudes towards the 
therapist and his or her practice. Indeed, in a study looking at some GPs’ 
social representations of therapy the analysis (although not claiming to rest 
on any representative sample) overall alluded to a rather negative 
representation (Karpas, 1998).
However, there are accounts of therapist appointments within primary care 
contexts which have been positive from both the perspective of the therapist 
and the general practitioner (Jones et al, 1994; Marsh, 1992; McLeod, 1992). 
Nonetheless, House (1996) suggests that there is a pervasive and collusive 
denial of the incompatibility of GPs’ and therapists’ approaches to mental ill 
health. He states that general practice therapists “have strong motivations for
perpetuating such denial because of the fear of a full acknowledgment of
the counter-cultural nature of their health care values and assumptions might 
well threaten their continued existence as professional practitioners in the 
primary care setting” (p30).
Given the aforementioned discussion it could be suggested that the primary 
care environment may have a detrimental impact on therapists’ experiences 
and practice. The combination of a possible negative representation of 
therapy and the difficult challenges faced by therapists (as reported above) 
within the different culture of general practice may potentially pose a threat to 
the therapist’s professional identity. In relation to this, Breakwell (1986) states 
“changes in ideological milieu which require adjustments of either attitudes or 
values can...attack identity” (p52). The threat may then lead to an activity
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(either in thought or behaviour) which limits the therapist’s ability to practice 
effectively and/or continues to promote misunderstandings and conflict. 
Indeed, Graham (1995) states that for a therapist “to be able to work to 
his/her full potential, it is important that he/she feels valued and accepted by 
the team” (p249).
It is therefore suggested that a greater understanding is required of the way in 
which the professional identity of the therapist is compatible with the 
organisational context of general practice. In attempting to do this Breakwell’s 
(1986, 1992, 1996) model of identity may offer an appropriate theoretical 
framework as its prime purpose is to allow for the examination of threats to 
identity and resulting coping strategies. Here, it should be pointed out that 
although the discussion above suggests that primary care therapists are 
potentially occupying a threatening position, they may not be experiencing 
threat. However, as House (1996) suggests this may simply represent denial, 
a rather weak coping strategy (see Breakwell, 1986).
Unlike other models, Breakwell’s Identity Process Theory (IPT) not only 
focuses on the structural components of identity but also specifies the 
processes involved. IPT proposes that the structure of identity is regulated by 
two main processes: assimilation-accommodation and evaluation.
Assimilation refers to the change which occurs in the component that is to be 
incorporated within identity, and accommodation is the change in the pre- 
existing identity structure that allows this component to ‘fit in’ to the 
individual’s identity. The process of evaluation entails assigning value and 
meaning to the identity components.
The structure of identity is seen as having two dimensions; content and value. 
The content dimension is made up of the various components of identity 
which are the ‘building blocks' which constitute a person’s identity. Attached 
to each property of the content dimension is a value, whether positive, 
negative or neutral. However, the content components and their attendant
178
values are constantly being revised and modified in relation to social 
experiences through the interdependent processes of assimilation- 
accommodation and evaluation.
Breakwell further hypothesizes that individuals change their identity with the 
aim of achieving desirable end states or goals and proposes four principles of 
identity as being central in governing the interaction between the content and 
value dimensions in order to achieve these end states. These principles also 
act to define the goals and include: continuity, which is a sense of oneself 
across time; distinctiveness, which both individuates a person from others 
and assimilates him/her into groups with the theory implying that we are 
motivated to seek positive personal distinctiveness; self-esteem, which can 
be seen as the basis for most identity theories and is a feeling of personal 
worth or value; and more recently self efficacy {BreakweW, 1992, 1996), which 
is a sense of competence and control.
It is suggested that there is no set hierarchy between these principles. Rather 
it is the individual's social context, comprised of interpersonal networks, 
group memberships, intergroup relationships and social influence processes 
(often reified in social representations) and the values and beliefs that are 
produced from such interactions, which determines the priority between the 
principles. Breakwell asserts that a threat to identity occurs when the 
processes of assimilation-accommodation and evaluation are, for some 
reason, unable to comply with the four guiding principles.
Thus, while IPT is not being tested here, it is seen to offer an integrative 
framework which serves as a structure within which the experiences of the 
participants, as therapeutic practitioners within the specific social context of 
primary care, can be systematically explored. This research will attempt to 
explore the way in which therapists' professional identity is compatible with 
the primary care context. This will involve looking at therapists’ accounts of 
their experiences in such settings, the challenges they face and the action
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they take to overcome them. Ultimately the hope is that such insight will aid in 
the development of more effective strategies so as to allow for the promotion 
and integration of therapy within primary care.
Method
Participants
Due to the wide variety of professionals that provide psychological therapy 
within primary care settings it was decided that participation would not be 
restricted to a particular professional group. Instead eligibility for participation 
required accreditation with the British Association of Counselling, the 
Counselling Psychology or Clinical Psychology Divisions of the British 
Psychological Society, or the United Kingdom Council for Psychotherapy. 
This is due to the focus of this study being concerned with therapists’ 
professional identities and the fact that there is still a lack of regulation 
concerning the appointment of therapists within general practice. Thus, the 
participants included counsellors, counselling psychologists and 
psychotherapists, it should be noted that the term counselling is sometimes 
used within the analysis section, this is not only due to some of the 
participants being counsellors but also a reflection of much of the literature on 
therapeutic practice within primary care settings.
Participants were recruited through contacting 100 general practices by post. 
Each letter sent out was addressed to the practice counsellor. The sample 
was acquired from GP registers obtained through the local District Health 
Authorities of south west London and the north east region of Surrey. These 
areas were chosen for practical reasons as they were easily accessible to the 
researcher, especially as the aim was to conduct face to face interviews.
Each of the selected participants received a letter which included an outline 
of the aim and design of the study (see Appendix 1), as well as a reply slip. A 
total of 12 therapists agreed to participate. However one of them did not fulfill 
the criteria for participation.
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Procedure
An interview based approach was used as it provides an opportunity to obtain 
rich and detailed information. Furthermore, it has an increased potential to 
document perspectives that are not usually presented when employing such 
instruments as postal questionnaires. Therefore, it was hoped that the 
interview would be a more useful tool in the task of elucidating the 
participants’ perspectives and experiences .
Five of the participants were interviewed at their general practice, five found it 
more convenient to be interviewed at home and one in a neutral venue. All of 
the participants signed a consent form which outlined confidentiality 
procedures (see Appendix 2). The names of the participants, their practices 
and any other people or places they refer to have been deleted in the 
following analysis, or replaced by a pseudonym. Participants completed a 
demographic information sheet (see Appendix 3). A semi-structured interview 
schedule was then administered (see Appendix 4).
The questions included in the interview schedule were identified after 
conducting a literature review of the topic and an earlier related research 
study (Karpas, 1998). The schedule was designed with the overall aim of 
exploring how the experiences of working in a primary care context interact 
with and impact upon the participants’ professional identity. Two initial 
interviews were conducted as a pilot study to test the accessibility and 
relevance of the interview schedule and as a result some minor changes 
were made to the structure and wording.
The main content areas of the schedule were as follows: the development of 
professional identity (i.e. through training); the meaning of therapy and being 
a therapist; beliefs and experiences of the practice of therapy within the 
primary care context and the impact upon professional identity of such 
experiences. Due to the open-ended question format there was considerable 
scope for the participants to influence the direction of the interview, as well
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as look at the areas that the interview was aiming to cover. Interviews lasted 
between an hour and an hour and half and were audio-taped and later 
transcribed.
Analytic procedure
The data were analysed using interpretative phenomenological analysis (I PA) 
(Smith, 1996; Smith et al., 1997, 1999). The central aim of the study IPT was 
to gain understanding and insight into the beliefs and experiences of 
individual therapists working within the specific social context of primary care. 
Thus, I PA was considered an appropriate method of analysis as it is 
concerned with exploring and understanding participants’ views and beliefs 
about a particular topic by, as far as possible, adopting an ‘insider’s’ 
perspective. As such, the approach is phenomenological as it is involves 
exploring participants’ subjective perceptions or accounts of an object or 
event (Smith et al, 1997).
IPA assumes there is some relationship between participants’ accounts and 
the actuality of which they speak. However, IPA recognises that the 
interpretative aspect of research requires the researcher to be actively 
involved in accessing and making sense of the participants’ personal worlds. 
Therefore, the research product represents a dynamic interaction between 
the participants’ accounts and the researcher’s interpretative framework. 
Furthermore, IPA does not claim that a person’s thoughts are transparent in 
verbal reports (e.g. interview transcripts). Nevertheless, the analytic process 
is conducted with the hope that something meaningful can be said about that 
thinking (Smith, 1996). Therefore, the epistemological position taken here is 
that of critical realism (Bhaskar, 1989) which affirms physical reality while at 
the same time recognising that all understandings are essentially tentative 
and that scientific methodologies are not value-free.
182
Stages of Analysis
The first step of the analytic process involved reading and re-reading the 
individual transcripts. During this close examination, aspects of the data that 
were considered to be significant or of interest to the researcher were noted. 
These notes were then condensed and key words were used to represent the 
emerging themes. Although a central aim of the research was to look for 
overall shared themes, it was hoped that by paying particular attention to the 
examination of the separate accounts of the participants, the complex nature 
of the phenomenon under investigation would become clearer. Thus, 
individual variation was a significant factor.
The primary catalogue of themes led to the generation of a consolidated list 
of general themes. An index of extracts pertaining to each theme heading 
was then produced. This stage involved going back to the transcripts to make 
sure that other pertinent extracts had not been overlooked. In fact this cyclical 
process (inherent throughout the analysis) acted not only to establish 
connections between different themes in the data but also to generate new 
themes in attempting to elucidate the similarities, as well as account for the 
variability in the participants’ material. This cyclical process was aimed at 
ensuring that each theme was represented in the primary source material.
Evaluating the analysis
Due to the subjective nature of the analytic process the criteria traditionally 
used to evaluate research (i.e. validity and reliability) are inappropriate as 
they assume a disengagement between the researcher and the topic under 
investigation (Henwood & Pidgeon, 1992).
Therefore, more pertinent criteria need to be considered, such as 
transparency, persuasiveness and internal coherence (Potter & Wetherell, 
1987; Smith, 1996). In evaluating the analytic process it is important to 
recognise the role of the researcher in the resultant interpretations. In relation 
to this, it is important to recognise the influence of the researcher’s position
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as a counselling psychology trainee who has had first hand experience of the 
difficulties of working as a therapist within a primary care setting, and is a 
proponent of therapy in general practice. Therefore, a tendency could occur 
to attend more closely to particular themes which appear to be important in 
relation to the researcher’s own experiences of working within general 
practice. Another investigator may identify different features of the data set. 
However, presenting a representative sample of the raw data (e.g. through 
quotations), and making explicit the process by which the material and the 
analysis were produced should allow the reader to interrogate the 
interpretations made. This should then allow the reader to assess the 
persuasiveness of the analysis for themselves. This will also help to assess 
the internal coherence of the research by allowing the reader to judge 
whether the researcher presents a coherent argument (Banister et al, 1994; 
Smith, 1996).
As part of the evaluative process in this study, the initial interpretations of the 
data were subjected to interrogation by the researcher’s supervisor (a social 
psychologist) who is likely to have a different psychological interpretative 
framework from a trainee counselling psychologist.
In the quotations included in the analysis, the information that appears within 
brackets has been added for the purpose of clarification. Empty brackets 
indicate the omission of material and ellipsis points (. ..) indicate a pause in 
the participants’ speech.
Analysis
Demographic information
Out of the eleven participants ten (10%) were female and one (1%) was 
male. The mean age of the participants was 44.3 (range 36 - 57). All 
identified as white. The mean length of time practicing as a therapeutic 
practitioner within a primary care context was 2.7 years (range 1.5 - 4). Five 
(5%) participants identified themselves as counsellors, four (4%) as
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counselling psychologists, one (1%) as a psychodynamic counsellor and 
psychotherapist and one (1%) as a psychoanalytic psychotherapist. Most of 
the participants combined their part-time work within a primary care context 
with work within other NHS settings, and/or private practice. Two of the 
participants also held lecturing posts.
Therapeutic practitioners' accounts of managing professional identity 
in primary care settings: An interpretative phenomenological analysis
Hierarchy and Resources
Over half the participants referred to the sense of there being a hierarchical 
structure within their primary care context in which they were often placed 
towards the bottom.
There is definitely a pecking order and counsellors come very, very far
down on the list. (Laura - a counsellor)
This sense of hierarchy was often discussed in relation to obtaining the
appropriate resources to practice therapy, irrespective of whether the
participant felt part of the primary care team or not. This is illustrated in the 
extract below where Maria has just talked about her previous experiences of 
working within another surgery where she felt very much “not” part of the 
team in comparison to her present experiences:
In this surgery they do treat you very much as part of the team. It's still 
hierarchical [ ] I tend to be at the bottom of the pile. If one of the 
doctors suddenly changed their shifts around and they need their 
room, then I sometimes have to change rooms.
(Maria - a counsellor)
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Similarly Laura expresses the sense of being ‘less important’ in relation to 
getting the necessary resources but at the same time alludes to not feeling 
part of the team:
I think we are slotted in, as opposed to being part of - you know, “so 
and so doesn’t need his room on such and such a day” or “we’ve got a 
locum in today so you can’t have that room”. That’s when I talk about 
this system they have that somehow the doctors are more important.
This sense of hierarchy experienced by many of the participants appears to 
correspond to findings from an earlier research study looking at GPs’ social 
representations of therapy (see Karpas 1998). In that study, many of the GP 
participants alluded to ranking within the therapy professions (i.e. placing 
counsellors below psychotherapists and psychologists) and at the same time, 
within the primary care context, positioned the doctor at the top of the 
hierarchy.
From the evidence of participants’ accounts, it could be hypothesised that this 
sense of being at the lower end of the hierarchical structure could potentially 
have a negative impact on the primary care therapist’s professional self 
worth. Indeed, when asked about their reactions to the impact of this sense of 
hierarchy many participants described being “irritated”, “not happy”, annoyed” 
and/or “unvalued”. However, there were some participants who, rather than 
describing their treatment within the primary care context in terms of a 
challenge to their professional self worth, referred to the lower ranking of the 
profession of counselling as a whole in comparison to other professions. This 
is exemplified below.
I think it’s the way counselling is viewed. It’s not quite as important a 
profession as medicine or psychiatry. [ ] So I mean, although I don’t 
like it unfortunately that’s the way it is and I think it’s something that 
will change, as more GPs get counsellors - it’s on the Labour
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Government’s promise to promote, isn’t it - it’s in their White Paper. 
Counselling’s such a new profession anyway, it’s going to take time to 
catch up. I try not to take it personally, I guess. Although obviously it’s 
really annoying. (Maria - a counsellor)
For many of the participants it appeared that the impact of being a non­
medical person within the medical context of primary care has the potential 
to pose a threat to self-esteem. Nonetheless, like some of the other 
participants, Maria (above) copes with this by what appears to be a process 
of re-attributing her threatened’ position to external forces beyond her control 
although, for Maria in particular, it would seem that this is an ongoing struggle 
(i.e. “I try not to take it personally”).
This way of managing threat appears to reflect a type of intra-psychic coping 
strategy (Breakwell, 1986). Such a strategy involves Yeconstrual and re­
attribution’ in that an individual will re-define the reason for being in the 
threatened position by shifting from an internal locus of control to an external 
locus of control. Breakwell proposes that this is done in order to protect 
oneself against the potential threat. Furthermore, the tactic of re-attribution, 
which shifts the responsibility from the individual to external circumstances, 
may have implications for dealing with the threatened position later, should it 
be maintained.
Thus, following on from this it could be hypothesised that because the 
therapist rejects taking responsibility for being in a potentially ‘threatened’ 
position (i.e. placing the responsibility onto external factors), the therapist 
may consequently feel incapable of moving out of it (i.e. disempowered to 
change the situation). Indeed, all the participants, when asked whether or not 
they felt it was important that GPs were informed about what they did all 
indicated that to some degree it was. This was illustrated by terms such 
terms as: “absolutely essential”, “it would be useful”, “they ought to know 
more”. However, when asked about the ways in which they try to inform other
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practice members, several participants spoke about initially having tried but 
then having given up or not having tried at all. Many cited externally based 
reasons for this as can be seen in the extract below.
I haven’t really talked to any of the GPs about counselling and what it 
is. [ ] I don’t really. There’s not a forum to do it. [ ] I suppose I could 
make the time, if I felt encouraged [ ] The other thing is that they’re 
incredibly busy, you know. It’s a real tightrope for them because of 
their budgets and you know the way the surgery works. Seeing people 
at five minute slots - it’s incredibly pressurised. (Rachel - a counsellor)
Nonetheless, other participants appear to cope with the experience of threat 
to their professional self esteem by engaging in self-efficacy behaviours 
(Breakwell, 1986).
They were doing a change over at A [another surgery in which Beth 
works] and they were telling me I couldn’t use the room anymore, 
because a doctor wanted it. They’d find SOMEWHERE to put me. I felt 
unvalued, so I wrote and told them I felt unvalued. After setting up 
what has been considered a valuable service, I’m feeling unvalued.
But I’m still in the room. So they took it on board. Occasionally, when 
I’m not treated in the way that says “We do value you” - they can tell 
me they value me, but if they’re not going to give me a room to work 
in, then they don’t, so I feel unvalued - then I’ll tell them.
(Beth - a counselling psychologist)
Here, Beth acknowledges that occasionally she does not feel valued due to 
the limiting of resources but instead of explaining it and accepting it in terms 
of external factors beyond her control she partakes in efficacious actions (i.e. 
writing to the GPs). This type of proactive behaviour was also evidenced in 
several other participants’ accounts, especially concerning the difficulties 
associated with the perceived lack of understanding of what therapeutic
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practice entailed (this will be examined further under the theme of ‘Lack of 
understanding’).
In contrast to this type of problem-focused coping, there were some 
participants who appeared to rely on what has traditionally been 
conceptualised as emotion-focused coping (Lazarus & Folkman,1984). This 
asserts that the individual focuses on the emotional response to the problem 
and tries to reduce their negative emotional reactions to it (i.e. anxiety) 
without actually dealing with the situation. Indeed, these participants 
appeared to be appealing to some other (inner, more favourable) authority 
than the authority of the medical professionals in order to cope with the 
experience of threat to their professional self-esteem. This is illustrated in the 
extract below where the authority to be judged as not good enough’ (by 
others) is undermined and criteria pertaining to increased personal 
development are used instead.
I suppose it’s about not being good enough, in a way. These people 
are on a sort of hierarchical tier and we’re somehow below that and it’s 
about valuing yourself, I suppose. [ ] And really you’d like to go in and 
tear them off a strip and say “How dare you walk into the room when I 
was in the middle of a session?”. [ ] but now I’ve got much more 
confidence in my ability, I suppose and that’s with therapy, supervision, 
and continued learning. I’m therefore quite - more able to stand up and 
be counted, rather than sort of, you know, feel that you’re in this 
environment where maybe you shouldn’t be here in a way. It’s a 
medical setting and you’re not a medical person.
(Laura - a counsellor)
It has been noted that people are much more likely to employ emotion- 
focused coping when they perceive that they have little or no control over the 
situation (Lazarus & Folkman, 1984). This way of coping also seems to echo 
the ideas put forward by Breakwell (1986), that an individual will revise the
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evaluation of the perceived ‘negative’ characteristic which then acts to 
override the value attached by others (i.e. from the outside perception of 
being a lowly’ therapeutic practitioner to the self perception of being a good 
and confident therapist). This way of coping with threat is considered to be a 
type of intra-psychic coping strategy (Breakwell, 1986). Moreover, this type of 
coping strategy appeared to demonstrate one of the ways remedial action 
was taken to cope with the perceived negative distinctiveness of being a 
therapist in a medical context.
There were some participants who partly equated the hierarchical structure 
and the impact of limited resources for their practice with the authority 
structure in which they were the employee and the GPs were the employer. 
This is shown in the extract below.
So I’d arrive and there’s a GP in the room that I’m allocated, so I have 
to really assert myself and walk in and say “Oh, I’m sorry” and they say 
“Oh, do you want the room?” knowing that every Tuesday at 10:30 am 
- it’s like a surprise. So I say, “Yes, I do actually” and he says “Oh 
dear” and 1 immediately say - depending - 1 will usually say “Well don’t 
worry. I’ll see if I can find another room” because he’s the boss, in a 
way you know. (Rachel - a counsellor)
It could be hypothesized that this demonstrates the way in which the issue of 
authority and ownership is used to explain the ‘negative’ treatment (i.e. the 
‘losing’ battle for resources) that some of the participants receive within the 
primary care context.
Lack of understanding
Often the difficulty with getting the appropriate resources to practice was 
associated with the GPs’ perceived lack of understanding about the nature 
and requirements of therapy.
190
They [GPs] don’t understand the contract, you know, [that] it’s 
useful to have the same room (Rachel - a counsellor)
..having to ask for tissues to be supplied and comfy chairs - 
they regard that as a sort of luxury. (Laura - a counsellor)
When asked afcKDut the extent to which they felt the other primary care team 
members understood the nature and requirements of therapy many of the 
participants explicitly stated that they did not feel that colleagues had a good 
understanding.
I don’t think they do, really (Beth - a counselling psychologist)
I don’t think they understand it very much at all, in any detail. I mean 
they understand that there needs to be a psychological therapy or 
counselling service in the practice, because there is a great need for it 
and they can’t cope with it but how it works and so on, they really 
haven’t - 1 mean we’re talking about GPs now.
(Rosemary - a counselling psychologist)
Some of the participants (who were counsellors) equated their experiences of 
the GPs’ lack of understanding with the GPs’ perceptions that counselling 
was viewed as a ‘last resort’ for difficult patients. This is exemplified by 
Rachel’s statement “I often feel that sometimes they think I’ve tried 
everything....let’s give them some counselling’”. Moreover, Maria while talking 
about her previous experiences of carrying out counselling work in a surgery 
described that it was “like a dumping ground for them [GPs] basically” 
although later she stated that even within her present practice she gets “stuck 
with a lot of those [difficult patients]”. Again this appears to concur with the 
earlier study looking at GPs’ social representations of therapy. In particular, 
some of the GP participants recognised the potential for using counselling as 
a “dumping mechanism” but there was also a suggestion by some that this
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was what they used the counselling service for when faced with “the more 
emotionally demanding patients” (see Karpas, 1998).
In contrast to the majority, one of the participants (Samuel, a psychodynamic 
counsellor and psychotherapist) considered the GPs’ understanding of the 
nature and requirements of therapy as “good enough" although he did 
suggest that this was the result of a learning process which “develops over 
years of what I have to offer". However, coping with other primary care team 
professionals’ lack of understanding appears to be dealt with on different 
levels.
Coping with the lack of understanding
Many of the participants spoke about the importance of developing rapport 
with individual primary care professionals in order to enhance communication 
and thus understanding, as exemplified in the extract below.
You have to have a relationship with the GP and they have to be 
wanting to know what you think [ ] It has to be done on a personal 
level. [ ] So I think practically speaking you can only do it by having a 
relationship with them [GPs].
(Nicola - psychoanalytic psychotherapist)
Interestingly, one participant drew a parallel between the process involved in 
working with his clients and working with other primary care professionals. In 
doing so, he not only referred to the importance of developing relationships 
but also the need to be attentive to the language used when trying to 
increase other professionals’ understanding of the work that he does.
I think just as a counsellor you develop a working alliance with your 
client, I think quite a lot is in developing and finding ways of conveying 
[ ] what it is that you are doing; why it is that you don’t provide advice.
[ ] And I think the same is part of the work of a counsellor with your
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colleagues in primary care as well [ ] and I think I do that partly in 
discussions I’ve had with the doctors, particularly, but also with the 
feedbacks. [ JI try to ensure that in the feedback that I give to the 
doctors (a) that it’s of a length that the doctors have a good chance of 
reading.... and secondly that I try to avoid as far as possible any sort of 
psychological terms; that I try to pick out some sort of detail that helps 
the doctor to understand something about the patient and something 
about the work that I’ve done.
(Samuel - psychodynamic counsellor and psychotherapist)
Here, Samuel appears to have considered the GPs’ perspective, in terms of 
their time limitations and appropriate language, when using discussions and 
written communications to try and inform them. Indeed, Curtis Jenkins & 
White (1994) have commented on how the absence of a common language 
can cause problems within the primary care setting. Later in the transcript, 
Samuel also talks about the importance of considering the client’s perspective 
in terms of preparing feedback for GPs confidentiality.
What I do at feedbacks is that I work out with the client broadly 
what I’m going to say to the doctors, so that they know broadly 
what the letter will include. And I’ve always felt that that is the 
best way of working with the boundary. Because it does give 
the client that sense that they’ve got some control over what is 
said.
In the above extracts, there is a sense of flexibility as Samuel has tried to 
work out a balance between maintaining client confidentiality while at the 
same time educating the GPs about the nature of therapeutic practice 
through both verbal and the written communications. This appears to partly 
reflect the ongoing debate, within the literature, concerning issues of 
confidentiality and the need to acknowledge and work with the uniqueness of 
the primary care context (e.g. Hoag, 1992; Jones et al, 1994; Lees, 1997;
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Waskett, 1999). Although many of the participants acknowledged this need 
for balance some of them alluded to it being “a very difficult one” (Nicola, a 
psychoanalytic psychotherapist) to attain. However, there were a few 
participants (all of whom were counsellors) who appeared to view the subject 
of confidentiality as preventing them from using written communications (i.e. 
feedbacks or discharge summaries) as a means of informing GPs:
The doctors have no idea of what the sessions involve. I only write to 
the GP at the end and say “He has completed 6 sessions, he has 
completed 18 sessions”, [ ] so confidentiality excludes the doctor, if 
you like. (Laura - a counsellor)
Nonetheless, some of the participants - the majority of whom were 
counselling psychologists - appeared to engage actively in the process of 
trying to inform the other members of the primary care team. This can be 
seen in the extracts t>elow.
I’ve done a lot of work since I’ve been in this practice at saying “This 
is what 1 need” for them to understand what it’s about. And in writing 
my reports [ ] I use my reports to sort of educate them as to what I do.
(Beth - a counselling psychologist)
I had to break down loads of barriers when I started here because 
nobody knew who I was or what I did [ ] and I had to force myself into 
a fund-holding meeting. [ ] So I went to meetings, just so I could meet 
people and I could say, you know, “Here I am and this is what I do”, 
which was quite helpful.
(Molly - a counselling psychologist)
It should be noted that while these participants appeared to be more assertive 
in the way in which they informed others, not only about the nature of 
therapeutic practice but also their requirements to practice, they often
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referred to the experience of other primary care team members’ lack of 
understanding of what it is to be a psychologist.
Differences between counsellors and psychologists
All of the counselling psychology participants appeared to make distinctions 
(either implicitly or explicitly) about being a psychologist as opposed to a 
counsellor and in doing so they often ranked counselling as a lower order 
profession to psychology. Although this appears to be linked to the issue of 
hierarchy discussed earlier, professional practice and training factors were 
considered pivotal in relation to such ranking. This is illustrated by the 
extracts below:
I see a difference between psychologists and counsellors [ ] in terms of 
the working in a very professional way [ ] things like doing the 
assessments the way I do, writing reports the way I do, making sure I 
converse with other people.
(Beth a counselling psychologist)
I think professionally there is a difference between somebody working 
in primary care with a diploma in counselling and somebody who’s 
come through working as a psychologist. [ ] There are things that I do 
in the practice that perhaps an ordinary, basic level counsellor wouldn't 
do. (Rosemary - a counselling psychologist)
Here, it could be suggested that the use of “basic level” (defined here as 
someone who has a “diploma in counselling”) may refer to those counsellors 
whose training is minimal as opposed to those who have had a more 
extensive training. Indeed, Molly in the extract below points out her 
perceptions of the inherent difficulties with the wide range of counselling 
training in relation to her perceived higher ranking professional training.
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When you talk about counsellors it can mean so many different things. 
You know people can call themselves counsellors if they’ve done a six 
week course. [ ] I’ve done minimum training. [ ] And yet that’s six 
years of training. [ ] So I think to then sort of be compared perhaps 
with a counsellor who’s done some six weeks or three weekends 
training somewhere winds me up. And I think someone who has done 
a full training in counselling should be called something else.
(Molly - a counselling psychologist)
Breakwell asserts that threat to identity can emanate from the guiding 
principle of distinctiveness. Therefore, it could be suggested that one way in 
which these participants cope with the potential threat of being a non-medical 
professional within a medical context is to conceptualise their professional 
identity and activities as different from and better than other therapeutic 
practitioners working within primary care, such as counsellors. This may 
occur as they are aware of GPs’ potentially negative social representation of 
counselling, something that was found in an earlier research study (Karpas, 
1998). Therefore, by distinguishing themselves from counsellors they can 
attribute a positive value to being a psychologist within general practice. In 
addition to being a psychologist, being attached to a psychology department 
also appeared to be important in terms of coping with being a non-medical 
professional within the primary care setting. This will be discussed further in 
the next theme.
The importance of being a part of a team
When asked whether they felt they worked as part of the multi-disciplinary 
primary care team some of the participants stated that they did not, as 
exemplified by the extract below.
Not in the GP practice. It’s very sort of ‘apart from’.
(Laura - a counsellor)
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Interestingly, the majority of counselling psychologists, although they talked 
about the sense of being part of a team, did not feel that they were part of the 
primary care team.
I feel that I’m working in the psychology department here, partly 
because I don’t feel part of the team here in the health setting. [ ] The 
primary care team would not include me
(Molly - a counselling psychologist)
It could be hypothesised that being the only member of the therapy profession 
within the medical context of primary care could pose a threat to the 
therapeutic practitioner. This may especially be so if their position within the 
hierarchical structure of the primary care setting is perceived to be low. as 
has been demonstrated in the earlier theme of ‘Hierarchy and Resources’. 
Breakwell (1986) has suggested that a frequent source of threat to identity 
occurs when an Individual is assigned membership of a group that is 
subordinated, and this identity attribution then attacks self esteem. However, 
the awareness of other group memberships held by the individual can act to 
modify this potential threat. In fact, several of the participants alluded to the 
potential difficulties of not feeling part of the primary care team but at the 
same time referring to their membership of other groups. This was especially 
true for the majority of counselling psychologists who referred to their 
membership of the psychology department as demonstrated below.
My team was in the psychology department. It didn’t cause me 
problems, that I wasn’t part of the primary care team because I had a 
team. [ ] I feel part of this team [the psychology department team] 
when I’m there [in the surgery].
(Helen - a counselling psychologist)
There were several participants who, even though they described feeling 
part of the primary care team, did allude to a sense of isolation due to the
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nature and/or culture of general practice. However, these participants 
appeared to gain additional support through sharing their experiences with 
‘like-minded’ individuals either through supervision and/or interactions with 
trainees on placement as can be seen below.
I think supervision is terribly important in terms of your own sense of 
what you are doing too. One isn’t working in isolation.
(Nicola - a psychoanalytic psychotherapist)
One of the nice things about having a trainee in primary care is that 
you otherwise can get quite isolated in primary care because you are 
speaking a different kind of language, in a sense, to the professionals.
[ ] So I think that [having a trainee] is also part of the support.
(Samuel - a psychodynamic counsellor and psychotherapist)
These participants’ experiences of finding a sense of support from others is 
similar to ideas put forward by Breakwell (1986) concerning the inter-group 
coping strategy of group support. She suggests that “isolation is the natural 
bedfellow of threat to identity” (p i 30) and one way of coping with such a 
threat is to come together with other individuals who are sympathetic to their 
cause.
Overview
Due to the small number of participants, questions regarding the 
generalisability of the findings must be addressed. It would be presumptuous 
to suggest that this analysis rests on a representative sample of primary care 
therapists as the parameters of this population are unknown. Indeed, 
information about the exact number of therapeutic practitioners working in GP 
surgeries is unavailable. Furthermore, there is limited data to show the 
balance of the different therapeutic professionals which make up this 
population. Nonetheless, Burton (1998) has pointed out that psychological 
therapy is provided by a variety of different mental health professionals and
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therefore this sample may illustrate some of the different perspectives in the 
overall population.
Other limitations of the study concern the structure of the interviews, 
especially concerning the length of time. Most of the interviews took between 
an hour and an hour and a half which sometimes resulted in fatigue setting in 
towards the end on the part of the participant and the researcher. Therefore, 
initial ‘alertness’ appeared to lead to interviewees giving more detailed 
responses to questions at the beginning of the interview than at the end. This 
often contributed to richer data being elicited in the early part of the interview. 
Unfortunately, due to the limitations of time and space the analysis of these 
responses (which concerned questions about the development of 
participants’ professional identity) could not be included here although they 
may have given further insight into the topic under investigation. In relation to 
this, more information about the growth of and change in the participants’ 
conceptions of professional identity, and thus the potential challenges to 
continuity (Breakwell, 1986), may have been elicited.
Future research might consider narrowing the scope of the areas 
investigated. This might then allow for a closer examination of some of the 
issues raised by this study, especially in relation to the (potential) threats 
experienced by the participants and the different ways in which they coped.
Turning to the findings it should be noted that none of the particif^ants 
explicitly spoke in terms of identity threat. This may be because the actual 
phrase “identity threat” was not used in the interview schedule as it was 
thought that employing this phrase might be leading and could violate the 
phenomenological commitment of the study (reflected in the choice of analytic 
method). Although the participants did not talk about “identity threat” per se, 
it would be unwise to conclude that it was not part of their experiences 
because much of the data presented here could be easily and persuasively 
interpreted in terms of identity threat.
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The evidence from participants’ accounts strongly suggests that the impact of 
being a non-medical professional within the medical context of primary care 
has the potential to pose a threat to professional identity. The experience and 
perception of such threat appears to be the result of a combination of inter­
related factors. These included: the sense of being at the lower end of the 
hierarchical structure, the difficulties with obtaining the appropriate resources 
and (or due to) the perceived negative representation of therapy. 
Furthermore, the other practice members’ (especially GPs ) reported lack of 
understanding of the nature and requirements of therapy was also seen as 
contributing to a possible identity threat.
These findings appear not only to lend further support to an earlier study 
which indicated that some GPs’ social representations of therapy are 
negative (Karpas, 1998) but also to demonstrate some of the possible effects 
of such representations. In relation to this, the application of IPT has been 
useful in gaining an understanding of these effects, especially in terms of 
coping. By using IPT to gain insight into the dynamics of the data, the 
analysis appears to suggest that the occupancy of the potentially threatened 
position (i.e. being a non-medical professional within a medical context) can 
violate the operation of some of the principles of identity, especially 
distinctiveness and self-esteem.
The negative distinctiveness, of being the only and ‘lowly’ therapeutic 
practitioner, appears to be significant in determining the way in which many of 
the participants said they coped. However, there appears to be an overall 
difference in the way counsellor and counselling psychologist participants 
said they managed this negative distinctiveness. Often the counsellors 
reported employing intra-psychic coping strategies which appear to allow 
them to reject any responsibility for being in a threatened position although 
there were exceptions. However, by rejecting responsibility, and accepting 
themselves as powerless to make changes or t>e assertive, it could be
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suggested that these participants are colluding with the negative 
representations of therapy which are the result of uncertainty and 
misunderstanding on the part of the medical professionals (Burton, 1998; 
Karpas, 1998; Pembroke, 1999).
Confidentiality was sometimes alluded to by the counsellors as a reason for 
not communicating with and informing GPs. In relation to this, Hopkins & 
O’Callaghan (1999) suggest counsellors often rationalise their withdrawal and 
lack of communication in terms of needing to preserve confidentiality and 
state that this may engender envy and misunderstanding. Taken overall, it 
could be suggested that employing such intra-psychic coping strategies, as 
evidenced in many of the counsellor participants’ accounts, can perpetuate 
and exacerbate negative representations of therapy within the primary care 
context. Furthermore, relinquishing any power over the situation may have a 
detrimental impact on individuals’ professional performance. Indeed, Maslach 
& Jackson (1982) argue that a sense of a lack of control over the setting in 
which one works can be a contributing factor to stress.
In relation to the counselling psychologist participants, the coping strategies 
that were described often appeared to be guided by the principle of self- 
efficacy. These participants often attempted to gain control over their 
potentially threatening position, by being assertive and actively informing the 
other team members about the nature and requirements of therapy. Although 
evidence of such efficacious behaviours was more prevalent within the 
counselling psychologists’ accounts, it is important to note that there were 
exceptions. Interestingly, even those participants who stated that they felt 
part of the primary care team alluded to the negative impact of being 
distinctive (i.e. in terms of isolation). The awareness and experience of 
interacting with other therapeutic professionals in the working milieu, at least 
from time to time, appeared to offer a way of ameliorating such negative 
distinctiveness and promoting self-esteem.
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The analysis suggests that for these practitioners problem-focused coping 
(i.e. engaging in efficacious behaviours which are aimed at educating) rather 
than emotion-focused and/or intra-psychic coping helps to promote an 
understanding of therapy among other primary care professionals, at least in 
terms of obtaining the appropriate resources to practice. Furthermore, 
employing problem-focused strategies may also go some way to improving 
what appears to be, at least for now, the inevitable experience of being 
perceived as different from and less important than others. Indeed, the 
findings from an earlier study suggested that some GP participants saw the 
work of the therapist as a “helpful” resource rather than as a professional 
activity which was different but equally valuable (Karpas, 1998).
To the extent that the findings of the present study may reveal more general 
processes, in line with recent literature (Pembroke, 1999) it is proposed that 
every effort must be made for therapeutic practitioners to collaborate with 
other primary care professionals. This can be done by actively developing 
relationships with other primary care professionals and by using both verbal 
communications (i.e. on a one-to-one basis and/or speaking at meetings) and 
written communications (i.e. assessment feedbacks, discharge summaries 
and/or explanatory leaflets) to inform them. It is suggested that this would 
enhance mutual understanding, as the therapy professional will be in a 
position not only to educate others about therapy but also to benefit from 
others’ knowledge and perspectives (Waskett, 1999). However, in doing this 
the therapeutic practitioner needs to have a systemic understanding of the 
issues involved. They will need to be constantly aware of and pay attention to 
others’ perspectives in terms of appropriately pitching the language they use 
when communicating with other non-therapeutic professionals. Moreover, 
they will need to pay particular attention to the balance between 
confidentiality and collaboration. A clear and mutual understanding (between 
themselves, the other primary care professionals and the client) needs to be 
established concerning the limits of confidentiality.
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In conclusion, the findings from the analysis (although not claiming to rest on 
any representative sample) suggest that the impact of being a non-medical 
professional within the medical context of primary care has the potential to 
pose a threat to professional identity. Furthermore, from the analysis it is 
hypothesised that by employing problem-focused strategies (as opposed to 
emotion-focused and/or intra-psychic strategies) this threat can be more 
effectively managed. Moreover, it is suggested that this type of information is 
relevant to the practice of counselling psychology, especially as the primary 
care context is one the settings in which counselling psychologists may work.
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APPENDIX 1
Department of Psychology
University of Surrey
Guildford GU2 5XH
Dear General Practice Counsellor
I am presently training for my Practitioner Doctorate in Counselling 
Psychology at the University of Surrey. Chartered Counselling Psychologists 
are scientific practitioners v^o  are trained to work psychotherapeutically with 
patients in a broad range of settings including primary care. During my 
training I have developed an interest in how counselling has become 
incorporated into the primary care setting and last year I carried out research 
looking at GPs’ views of therapy.
This year I am interested in looking at counsellors’/therapists’ experiences 
and perceptions of working within general practice. Overall I feel this is a 
valuable area for research as it could highlight important information that 
would promote mutual understanding between primary care counsellors and 
GPs.
I am aware of how busy primary care counsellors are but I would be most 
grateful if you would consent to take part in this study. Participation would 
involve a single, 45 minute interview which would take place at your 
convenience. I would be more than happy to come to the surgery and 
conduct the interview over lunch. If you choose this option, I can provide 
sandwiches. During this interview I will ask open-ended questions relating to 
your experiences of providing counselling services within the practice. The 
interview will be audiotaped and later transcribed. In order to ensure 
confidentiality your name and practice will not appear on the transcript and 
the audiotapes will be destroyed before any analysis begins. However, some 
of your responses may be reproduced in the final report but at no time will 
your name or surgery be identifiable. I am hoping to publish the data with 
recommendations concerning the integration of counselling into the primary 
care setting based on the results.
If you are interested in taking part please could you fill in the short form 
provided and return it to me in the stamped addressed envelope by February 
22nd 1999 or contact me on the number provided. Thank you so much for 
your help.
Yours sincerely.
Tamar K. Karpas
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Tamar K. Karpas 
Department of Psychology 
University of Surrey 
Guildford GU2 5XH
GENERAL PRACTICE AND THE COUNSELLOR
Name:
Address:
Telephone No:
Please could you indicate which counselling/therapy organisation(s), if any, 
you are accredited by (e.g. British Association for Counselling; United 
Kingdom Council for Psychotherapy; British Association of Psychotherapy; 
Society of Analytical Psychology; Division of Counselling Psychology or 
Division of Clinical Psychology of the British Psychological Society etc.).
If you prefer to contact me by phone and/or you have any queries, please 
contact me on the following number;
(0181)874 2810
If I am unavailable at the time of your call please leave a message on the 
answerphone and I will return your call as soon as possible.
210
APPENDIX 2 
RESEARCH CONSENT FORM
The aim of this research is to explore the ways in which therapists’ 
professional identity is compatible with the primary care context. A particular 
focus of this interview is to explore your experiences of practising within a 
primary care setting as a therapist.
You will be asked to take part in an informal interview about your views and 
feelings on the above subject. The interview will be recorded on audio tape to 
enable the author to directly quote your responses when writing the research 
paper. In order to ensure confidentiality your name and practice will not 
appear on the transcript and the audio-tapes will be destroyed before any 
coding of the analysis begins. However, some of your responses may be 
reproduced in the final report but at no time will your name or surgery be 
identifiable. In making the transcriptions your name will be replaced by a 
pseudonym, and I will delete the names of other people or places that may 
arise in the interview.
If you have any questions so far or feel that you would like some more 
information about the research before we proceed, please do not hesitate to 
ask before reading on.
Please read the following paragraph, if you are in agreement, sign were 
indicated.
I agree that the purposes of this research and what my participation in it 
would entail have been cleariy explained to me in a manner that I understand. 
I therefore consent to be interviewed about my experiences and perceptions 
of counselling. I also consent to an audio-tape of this discussion being made 
and to all parts of the recording to be transcribed for the purposes of this 
research.
Signed................................................................  Date.
On behalf of all those involved in this research, I undertake that confidentiality 
will be ensured in respect of the audio tapes and any transcription of same 
made with the above participant. I also undertake that any use of the audio­
tapes or transcribed material will be for purposes of research only. The 
anonymity of the above participant will be protected throughout.
Signed.....................................................    Date.
211
APPENDIX 3 
Demographic Information Sheet
In this research I'm looking at ways in which therapists view therapy and 
being a therapist within a primary care context. I am particularly interested in 
your actual experiences of working as a therapist within a primary care 
context. To begin with I'd like to get some basic information about you (such 
as your age) and you as a therapist/counsellor (such as training).
How old are you? |  ] years
Which of the ethnic groups listed below would you say you belong to?
White ________
Black - Caribbean ________
Black - African ________
Indian______________________________________________
Pakistani ________
Bangladeshi ________
Chinese ________
Other (please specify: ____________________________________ )
How long have you worked as a general practice counsellor? [ ] years 
Please could you give details of your counselling training, specifying: 
Title ofqualification(s)
Name of institution providing course(s)
Course Length (i.e. starting date and completion date)
Please could you indicate which counselling/therapy organisation(s), if 
any, you are accredited by:
Do you have any other professional qualifications apart from the above, 
and if so, please could you specify what they are?
Do you work in another setting apart from primary care, and if so, 
please could you specify what type of
setting(s)?_______________________________________________
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APPENDIX 4 
INTRODUCTION TO THE INTERVIEW
Instructions to  the participants:
The aim of this research is to explore the ways in which therapists' 
professional identity is compatible with the primary care context. A particular 
focus of this interview is to explore your experiences of practising within a 
primary care setting as a therapist. However, I am also interested in how you 
have developed your identity as a professional. To begin with I'd like to get 
some basic information about you and what you do (such as your age, 
training and the setting or settings in which you work). This will involve filling 
out a short form. Then I will be asking you some questions to explore what 
fcreing a counsellor/therapist means to you and how this has developed 
through both your training and actual work experiences. Next I will give you 
the opportunity to talk about your experiences of practice within the primary 
care context. You may feel that some of the questions are not relevant to you 
but that’s OK. At the end of the interview I will give you the opportunity to 
feedback on the experience of being interviewed however, if you have any 
questions at any point during the interview, please do not hesitate to ask.
[SWITCH ON AUDIOTAPE]
SECTION 1: HOW DO THE PARTICIPANTS CONCEPTUALIZE THEIR 
IDENTITY AS THERAPISTS
Section la : How have the participants’ developed the ir professional 
identity through the ir training?
Instruction to the participants: I’d like to get a sense of what being a 
counsellor means to you and how this has developed. Firstly I would like to 
ask about this in terms of your training.
213
(Look at the background sheet and briefly summarise their training. For 
example, by saying 7 see that you did so and so training at so and so”. If 
anything is unclear questions such as - Where did you do your (initial) 
training? - What was the title o f your (initial) training? etc., can be used). 
Questions:
1). Why did you choose to do this course?
2). What was the orientation of the course?
2a). How significant was this orientation to you in choosing to do this course?
3). In what ways did the course represent itself, in particular, what did it 
promote as the central aspects (or components) of therapy and being a 
therapist?
AND/OR
What were the core components of this training (for example, the things that 
the course itself promoted as the most important aspects of therapy and 
being a therapist)?
4). While doing this training, were these the same or different from what 
YOU perceived to be the core components of therapy and being a therapist?
5a). Have you undertaken any further training? (If they have, then ask them 
the questions below or if  not go onto question 6).
5b). What made you decide to do this?
AND/OR
5c). How was this course different from your previous training?
5d). Did you see ? (the central aspects of therapy and being a therapist 
previously identified) differently? If so, in what ways?
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6). Overall, when you finished your training what did therapy and being a 
therapist mean to you?
AND/OR
Overall, when you finished your training how did you describe (or define) 
what therapy and t)eing a therapist meant to you?
Section 1b: How have the participants’ developed their professional 
identity through their work experience?
Instruction to the participants: I would like to move on to consider the 
development of a sense of yourself as a therapist once you started work 
Questions:
7a. In what type of setting did you first start work as a therapist? {If their first 
experience of working as a therapist was within a primary care setting move 
straight on to question 9. However, if  it was not, then depending on the 
fullness’ of their answer I may need to ask further questions for clarification 
such as the following)
7b). Did you work as part of a multidisciplinary team?
(If yes go directly on to 7c. If no ask them briefly to describe the set 
up/context go onto 8a.)
7c). Who were the other professionals who made up this team?
7d). How did you feel you, as a therapist, were treated by them?
7e). In your opinion, to what extent did the other members of the team 
understand the nature and requirements of therapy? (I may need to break this 
down).
8a). Did this experience have any effect on your sense of your own 
professional worth as a therapist? (If yes go directly on. If no go on to 8e.)
In what ways?
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8b). How significant was this experience for you (as a therapist) if at all?
8c). Did it make you feel differently about yourself as a therapist compared to 
how you felt before? If so, in what ways?
8d). Did you see ? (the core components of therapy previously identified) 
differently? (If yes go directly on to 8f. If no go onto 9.)
Be). In what ways (I.e. the way you thought about it and/or the way you 
practiced?) Why did you feel ? to be more/or less important?
8f). How significant was this for your practice as a therapist, if at all?
SECTION 2: IN WHAT WAYS, IF AT ALL, IS THE PARTICIPANTS’ 
PROFESSIONAL IDENTITY AFFECTED BY THEIR PRACTICE WITHIN 
THE PRIMARY CARE SETTING
instruction to the participants:
You have talked about what therapy and being a therapist has meant to you 
while training and/or in other settings and I would now like to move on to 
consider what it means to you within the primary care setting in which you 
presently work
Questions:
9a). Do you (feel) you work as part of a multidisciplinary team?
(If they say no, I will need to explore this as the primary care context is 
usually perceived (or represented) as being made up a team of health care 
professionals more using probes such as:)
Could you say a little more about that? What makes you say that?
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Instruction to the participants: You have talked about ?s (the central 
aspects of therapy and being a therapist previously identified) I would now 
like to (further) explore your actual experiences of practice within the primary 
care settings paying particular attention to ?s which you have identified.
SECTION 3: PRACTICE ISSUES
(Where appropriate, ask them to draw œmparisons to working as a therapist 
in other settings, if  they do so. For example: Is this the same process as in 
the ? setting in which you work?; How does this compare to ? setting? etc.). 
Questions:
11). Who within the primary care team refers patients to you?
What is the referral process? (Use further questions and probes such as:)
12).ls this always the case?
13). Who makes the therapy appointments? - probe
14). What feedback is required from the referrers? Use further 
questions/probes:
15). Are you required to write an assessment and/or discharge letter?
15a). How much information are you required to give in these 
communications?
15b).Do you discuss these communications with your patients?
15c).After you send out your assessment and/or discharge letters what 
feedback do you get, if any, from your referrers?
15d).ln your opinion, how important are these communications to the 
referrers?
218
9b). Apart from the GPs, who are the other professionals who make up this 
team?
9c). How do you feel you, as a therapist, are treated by them?
9d). In your opinion, to what extent do the other members of the team 
understand the nature and requirements of therapy? (I may need to break this 
down).
Could you say a little  b it more about that?
Could you give me an example?
(I could ask about how important they think the other members of the team 
take therapy/counselling and - depending on their answer- why it is, they 
think, the GPs have decided to employ therapists/counsellors).
9d). In what ways, if at all, has this affected your sense of being a 
professional therapist?
9e). Does this experience have any effect on your sense of your own 
professional worth as a therapist?
9f). How significant has this experience been for you (as a therapist) if at all? 
In what ways?
9g). Has it made you feel differently about yourself as a therapist compared 
to how you felt before (i.e. when you were training)? If so, in what ways?
10a). Has it changed the way you view ?s (the core components of therapy 
previously identified)? (If yes continue with 10b. If no go onto next part)
In what ways?
10b). How significant has this been for your practice as a therapist, if at all?
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15e).Do you communicate with the referrers at other times?
If so, under what circumstances?
(I could also Include questions concerning their opinions about how informed 
they feel GPs (and other general practice staff) are about therapy and the 
practice of therapy This could perhaps be done by asking the following 
questions).
In your opinion do you think it is important for GPs to be informed about what 
you do? What makes you say that?
In what ways do you try and inform/educate the GPs or other practice 
members about the way in which you work, if at all?
16).Where do you see your clients while working in the surgery?
Can you tell me more about this?
(Ask them about what they think atx)ut the suitability o f the room, whether 
they see the clients in the same room each week and if  not whether they feel 
this has an effect on their practice, if  at all. If they feel that it does then probe 
how significant they feel this is for their practice as well as exploring the 
possible ways that they ‘cope’ or manage this i.e. by perhaps asking them the 
question above: In what ways do you try and inform/educate the GPs or other 
practice members about this, if  at all?)
17). How many sessions do you offer to the clients that you see?
(If they talk about offering a certain number of sessions ask them whether this 
directive comes from the GPs or them. If it comes &om the GP, explore how 
they feel about this and how it effects their practice, if  at all).
Probes and Prompts to be used with the questions and statements:
Can you tell me more about that? What makes you say that?
Why do you say that? Can you tell me more about that?
Could you give me an example of that? What effect has this had on you? 
Would you agree or disagree with this statement?
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REFLECTIONS ON THE INTERVIEW
I have now come to the end of the questions which I had prepared. I wonder if 
there is anything else on the subject that you would like to talk about which I 
have not covered?
How did you feel about being interviewed on this subject?
Did you think that the questions I have asked allowed you to express your 
ideas and feelings about therapy and your experience of working as a 
therapist within the primary care setting?
Was there anything important you feel was omitted? If so, what was it?
Were there any questions you feel that should not have been asked?
How easy were the questions to understand?
Is there anything that would have made it easier for you to understand the 
questions? If so, what?
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unless otherwise specifically agreed.
M anuscrip ts  should be sent to either Editor:
f t r .
W. J. Alladin,
UK Counselling Service,
Queensway Business Centre,
Dunlop W ay, Scunthorpe,
DN16 3RT, UK.
Email: wialladin@aol.com
or to:
Professor E. Thomas Dowd,
Department of Psychology,
118 Kent Hall,
Kent State University.
Kent, Ohio 44242, USA.
Email: edovvd@kent.edu
Original papers whose substance has not been published 
elsewhere can be considered only if three com plete 
copies of each manuscript are submitted, and all 
submissions will be sent anonymously to referees. 
Manuscripts should be typed on one side of the paper, 
double spaced, with ample margins of at least one inch. 
The first sheet should include the title of the paper, 
name(s) o f author(s), and for each author academic 
and/or professional qualifications as commonly used by 
the author, main appointment and address. The second 
page should repeat the title, and contain an Abstract of 
not more than 200 words. The third page should repeat 
the title as the heading to the start of the main text of 
the paper. All pages should be numbered. Proofs for 
checking w ill normally be sent to the first author, to 
whom any correspondence and offprints will also be 
addressed. Footnotes to the text should be avoided 
wherever this is reasonably possible.
Short com m unications and  case reports normally 
limited to four journal pages (approximately 2400 
words including tables and references) will be 
published in the next possible issue of the journal. They 
can cover matters of topical interest or work in 
progress.
References should follow the Harvard system, i.e. they
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should be indicated in the typescript by giving the 
author’s names, with the year of publication in 
parentheses, e.g. Smith (1984); or if there are more than 
two authors, Smith et al. (1984). If several papers from 
the same author(s) and from the same year are cited, (a), 
(b), (c), etc. should be put after the year of publication. 
The references should be listed in full alphabetically at 
the end of the paper on a separate sheet in the following 
standard form:
BOR, R. & WATTS, M. (1993). Training counselling 
psychologists to conduct research. Counselling 
Psychology Review, 8 ,20-21.
DRYDEN, W., CHARLES EDWARDS, D. & 
WOOLFE, R. (1989). Handbook o f counselling in 
Britain. London: Routledge.
SARBIN, T.R. (1986). The narrative as root metaphor 
for psychology. In T.R. SARBIN (Ed.) Narrative 
psychology: the storied nature o f human conduct (pp. 
3-21). New York: Praeger.
Titles of journals should not be abbreviated.
Illustrations should not be inserted in the text but each 
provided separately and numbered on the back with 
Figure numbers, title of paper and name of author.
Three copies of all Figures must be submitted. All 
photographs, graphs and diagrams should be referred to 
as Figures and should be numbered consecutively in the 
text in Arabic numerals (e.g. Fig. 3). A list of captions 
for the Figures should be submitted on a separate sheet 
and should make interpretation possible without 
reference to the text. Captions should include keys to 
symbols.
Tables should be typed on separate sheets and should 
be given Roman numbers (e.g. Table III). Their 
approximate position in the text should be indicated. 
Units should appear in parenthesis in the column 
heading but not in the body of the table. Words or 
numerals should be repeated on successive lines; 'ditto' 
or 'do' should not be used.
Proofs will be sent to the author if there is sufficient 
time to do so. Proofs, including proofs of illustrations, 
are supplied for checking and making essential 
corrections, not for general revision or alteration. Proofs 
must be corrected and returned to the Editor within 3 
days of receipt.
Offprints. Fifty offprints of each paper are supplied 
free. Additional copies may be purchased and should be
ordered when the proofs are returned. Offprints, 
together with a complete copy of the relevant journal 
issue, are sent about three weeks after publication.
222
